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INTRODUCTION. 


WHEREAS mixed tumours are of more common occurrence in 
the urogenital tract than in any other part of the human body, 
their occurrence in the uterus is extremely rare. The object of 
this thesis is to collate and review the existing literature on the 
subject, and finally to describe a new case. 

As the title of the thesis implies, these tumours are composed 
of mixed tissues of mesodermal origin, being analogous to 
similar tumours found in other situations, for example the kidney 
and parotid gland, and only tumours including mixed tissues, as 
opposed to those containing mixed cells, will be described. The 
mixed tissues found in these tumours are essentially heterotopic 
to the uterus, and the tumours exhibit a high degree of malignancy. 
They musi not be confused with other tumours containing mixed 
tissues derived from a degenerative process, such as fibromyomata 
exhibiting fatty degeneration or calcification. 


NOMENCLATURE. 


The name ‘‘mixed tumour’’ has been chosen for several 
reasons. It is a simple name. It gives some indication of the 
nature of the tumour and also indicates that the tumour bears 
relation to a similar type of tumour occurring in other organs. 

* A thesis’ read for the degree of Doctor of Medicine of the University of 
Cambridge. 
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Some authors have used composite names to describe these 
tumours, such as fibro-myxo-chondro-sarcoma. Such names 
are unwieldy, and, furthermore, only indicate the elements they 
have found in their particular tumour, whereas these tumours 
are known to contain several other elements, not, of course, 
always present together in the same tumour. There seems to 
be no particular benefit to be derived, either from indicating only 
the outstanding tissue in such a tumour, or from subdividing them 
into groups such as rhabdo-myo-sarcoma or chondro-sarcoma; 
in my opinion the name mixed tumour is most suitable. 

The additional adjective ‘‘mesodermal’’ has been applied 
to limit further the scope of the description to those tumours of 
which the various mixed tissues are mesodermal in origin and 
intimately connected. Thus a teratoma containing derivatives 
of all three germinal layers does not come within the description. 

The title is not intended to include separate carcinoma and 
sarcoma existing in the same uterus. 

Many of these mixed tumours show the particular grape-like 
formation, first described by Pfannenstiel,”® in 1892, in a paper 
entitled Das traubige Sarkom der Cervix Uteri, being known 
under the name of botryoid sarcoma in this country and in 
America. For many reasons this name is a bad one. It is 
purely a morphological description, although admittedly it gives 
a graphic idea of the appearance of these tumours. Many of 
these botryoid forms are shown histologically to be pure sarco- 
mata, whereas all mixed tumours do not by any means take on 
the botryoid form. If this descriptive name is applied to a 
tumour it should always be qualified by some other name 
indicating the histology of the tumour, for morphology alone 
is an inadequate basis for the classification of tumours. The 
most important and characteristic feature in these mixed tumours 
is not the morphological structure but the histological composition. 


HISTORY OF THE LITERATURE. 


Although mixed tumours of the uterus are of undoubted 
rarity, a careful search through the literature has brought to 
light several additional cases which have been overlooked by 
previous writers on the subject, and the list of published cases 
which is given is believed to be as complete as possible up to 
the end of 1933. 

Most writers have credited Weber*® with being the first to 
record a case of mixed tumour of the uterus, but it appears 
likely that in actual fact Wagner,” in 1854, was the first to do 
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so, and that his description has escaped notice because he called 
his case one of enchondroma of the uterus, whereas it was prob- 
ably a chondro-sarcoma, judging by the histological description. 

Weber, then, in 1867, was the next to describe a case, and 
his description is rather remarkable in its completeness and 
observation, although written almost 70 years ago. Anderson- 
Erdmannson,* in 1870, published a case of mixed tumour of the 
body of the uterus, and was followed by Kaschewarowa- 
Rudnewa,** in 1872. In 1874 Bystroumoff and Eckert,* and 
Kunert** described cases and, in 1877, Thiede** recorded the 
presence of cartilage for the first time in a uterine mixed tumour. 
In spite of Wagner’s paper, credit must really be given to Thiede 
for being the first to observe cartilage, since he emphasized the 
sarcomatous nature of the stroma and pointed out that in some 
areas the stroma appeared myxomatous. Spiegelberg,*’ in 1870, 
reported a case of ‘“‘Sarcoma colli uteri hydropicum papillare’’. 
From the histological description given it seems likely that the 
tumour was a mixed-cell sarcoma which was botryoid in form, 
and not a mixed tumour. Rein,”’ in 1880, recorded a case of 
‘‘Myxoma enchondromatodes arborescens colli uteri’. In 1883 
Winkler™ described a similar tumour, followed by Miiller,” 
in 1887. Pernice,*’ in 1888, recorded a specimen under the name 
‘“‘Traubige myosarcoma striocellulare uteri’’. This case was 
interesting in that cartilage was found in metastases at autopsy. 

The last three titles mentioned show to what lengths some 
authors went in describing the tumours, and, in 1892, Pfannen- 
stiei advocated the name ‘‘Traubige Sarkom der Cervix’’, a 
simple and non-committal name. Pick’s” case, in 1894, was 
interesting in that his subject was a child two years and three 
months old. 

Wilms’s'*? monograph, in 1899, ‘‘Mischgeschwiilste’’ helped 
to remove much of the previous confusion. There had been 
considerable controversy as to the nature of the fluid in the 
vesicles of the botryoid form. Some maintained that it was due 
to oedema, others that it was due to myxomatous change, and 
still others that it was mucinoid in character. Wilms showed 
its embryonal nature, and emphasized the relation of these 
tumours to mixed tumours of the kidney. 

Other accounts have been published from time to time since 
then; some authors merely recording cases, others recording cases 
and reviewing the literature to date. Such have been Glynn 
and Blair-Bell®’ in 1914, Perlstein®* in r919 and Shaw* in 1928. 

Mixed tumours of the vagina have been recorded by various 
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writers, but while their history is similar to the tumours of 
the uterus, they will not be dealt with in this thesis. Clinically 
they differ in occurring at an earlier age than the majority of 
uterine tumours, many being recorded in children. 

Several writers have stressed the point that mixed tumours 
of the body of the uterus are much rarer than those of the cervix, 
but that is certainly not the case when all the available records 
are collected, for it is then found that the corporeal tumours 
are almost twice as common as the cervical ones. 


J AETIOLOGY. 
(i) Age. When the ages of the peient in whom mixed tumours 
of the uterus have been fo are tabulated, the striking fact 


emerges that, if tumours of the cervix are considered separately 
from tumours of the body, the age-incidence is very similar to that 
of carcinoma of the uterus in those two sites. A glance at the 
accompanying charts will show that the maximal incidence of 
tumours of the body occurs between 50 and 55 years of age, i.e. 
in most instances after the menopause. The tumours of the 
cervix do not show such a marked maximal incidence, but tend 
to be distributed fairly evenly throughout the menstrual phase 
of life, and in some cases in infancy (chart 1). Cases of mixed 
tumour of the vagina show a maximal age- -incidence i in the very 
early years of life. 

A comparison of these figures with certain published figures 
for carcinoma of the body and cervix of the uterus is interesting. 
Peterson®’ places the maximal age-incidence of carcinoma of 
the body between 50 and 60 years, and of the cervix between 
40 and 50 years. 

The average ages of the cases of mixed tumour are 55 for 
corporeal tumours and 31 for cervical tumours. Peterson’s 
figures for carcinoma in those sites are 54.1 and 45.5 (charts 2 
and 3). 

Comparing these with cases of pure sarcoma, including cases 
both of the body and the cervix, the maximal age-incidence 
in sarcoma is 45 to 50 years. In making a comparison with 
figures for mixed tumour, it must be remembered that the figures 
just quoted represent combined totals for cervix and body, but 
since the majority of cases of pure sarcoma occur in the body 
the figures are really more to be compared with figures for 
corporeal mixed tumours. 

The ranges of ages in this series of cases are, for tumours of 
the body, 41 to 75, and for those of the cervix, I to 53. 
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CHART I. 


Chart to show the relation between the age-incidences of 
mixed tumour of the body of the uterus and mixed tumour 
of the cervix of the uterus. 
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CHART 2. 


Chart to show the relation between the age-incidences of 
mixed tumour, carcinoma, and sarcoma of the body of the 
uterus. The figures for carcinoma of the body are quoted 
from A. H. Curtis, ' ‘‘Obstetrics and Gynecology’’, 
Philadephia, 1933. The figures for sarcoma are quoted 
from Lynch and Maxwell, ‘‘Gynecological and Obstetrical 
Monographs’’, vol. x, New York, 1931. 
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CHART 3. 
Chart to show the relation between the age-incidences of 
mixed tumour and carcinoma of the cervix of the uterus. 
The figures for carcinoma of the cervix are quoted from 
A. H. Curtis, ‘Obstetrics and Gynecology’’, Philadelphia, 
1933. 
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(ii) Parity. Considered as a whole, it may be stated that the 
parity of the patient plays no part as a factor in the aetiology of 
mixed tumours. When the parity was stated in the literature, 30 
per cent of the patients with mixed tumours of the body were found 
to be nulliparae, whereas in those with cervical tumours. the 
percentage was 60. This offers a distinct contrast to cases of 
carcinoma of the cervix and body, but of course, in this case, 
the relative values are not of great importance, since several 
of the cases of cervical mixed tumour occurred before the child- 
bearing or marriage age. 

Figures given by Cullen’ for carcinoma of those parts show 
that in 64 patients with carcinoma of the cervix g per cent were 
nulliparae, and in Ig patients with carcinoma of the body 52 
per cent were nulliparae, indicating that in carcinoma parity 
may be an aetiological factor. For sarcoma, combining cor- 
poreal and cervical cases, a figure of 25 per cent has been given 
to indicate the proportion of nulliparae. 

(iii) Fibroids. Four cases of mixed tumour have been described 
in association with fibroids (von Franqué,*' Shapiro,** and 
Wolfe’’*). All have been cases of mixed tumour of the body, none 
being recorded in conjunction with cervical tumours. This repre- 
sents 6.2 per cent of the series of cases, and compares with a figure 
of 1.5 per cent of cases of carcinoma of the body of the uterus 
given by C. P. Noble®’ in a study of 5,000 cases of fibroids in 
the literature. On the other hand, the percentage of all fibroids 
which are associated with sarcoma is variously stated to be 
between’2 per cent and 4 per cent, according to the authority. 
Many authorities believe that this percentage is too low, and 
would be considerably higher if all fibromata were subjected to 
careful histological examination. 

(iv) Pregnancy. Only one case (Cox and Benischek’’) has been 
published in which pregnancy was associated with a mixed tumour, 
a rarity of association equalled by carcinoma of the cervix. From 
this the conclusion may be drawn that pregnancy is not an 
aetiological factor. 


PATHOLOGY. 

(i) Site of Tumours. Mixed tumours arise either from the uter- 
ine body or from the cervix. Histologically, there appears to be 
little difference between the two, but macroscopically striking 
differences may often be noted. 

Contrary to the statements of several writers, mixed tumours 
arising from the body of the uterus are commoner than those 
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arising from the cervix, the proportion, obtained from cases in 
which the site could be determined with reasonable certainty, 
being 45 cases of corporeal tumours to 31 cervical tumours, a ratio 
of 1.45 to 1. Pure sarcoma is more common in the body than 
in the cervix, Gessner®’ giving the ratio as 8 to 1, and Piquand” 
less than 5 to 1. Carcinoma, on the other hand, shows a pre- 
dilection for the cervix, the figures quoted showing a variation 
from 3 to I to more than 10 to I. 

Tumours arising from the cervix do so by a fairly narrow 
pedicle arising from one or other of the lips. Maslen Jones*’ has 
described one having an annular attachment round the whole 
external os. More rarely they show a more diffuse origin, 
spreading downward on to the vaginal wall. 

Tumours of the body arise anywhere in the uterine cavity, 
and have a diffuse origin more frequently than those of the 
cervix, though many have been described arising from a narrow 
pedicle. Many writers have not described the exact point of 
origin of their tumours, but when it is mentioned the fundus 
appears to be the commonest site, and an origin from the posterior 
uterine wall is commoner than one from the anterior uterine 
wall. Two Hartfall,** and Muller and Oberling’*) have been 
described arising from the right cornu, an important point in 
connexion with the histogenesis of mixed tumours. 

(ii) Macroscopic appearante. There is considerable variation 
in the naked-eye appearances of the tumours, more particularly 
between those arising from the body and those arising from the 
cervix, but often, between tumours arising from the same site. 

Considering first the cervical type, these often give rise to 
the well-known botryoid form, though it must again be repeated 
that this form can be adopted by pure sarcoma. They are 
arborescent and composed of grape-like vesicles, often resem- 
bling fat, and sometimes showing numerous minute refractive 
points in their substance. They have been likened to a hydati- 
diform mole, which is a good comparison, though the vesicles of 
botryoid mixed tumours are, as a rule, larger than those of a 
mole. 

The surface of the tumours may show superficial areas of 
necrosis due to pressure on adjacent structures, usually the 
vaginal wall, since they tend to develop downwards into the 
vagina, rather than upwards into the body of the uterus. 

Some tumours of the cervical type, in their initial stages at 
any rate, are indistinguishable macroscopically from an ordinary 
fibrous or mucous polypus of the cervix, and it is this type which 
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leads to mistakes in diagnosis, since their malignant nature is 
unsuspected. 

The botryoid type may form a large tumour, but not, as a 
rule, larger than a foetal head at term. It may actually protrude 
{hrough the vulva. 

On section, they are made up of white, yellow, red and 
brown areas, the latter two usually indicating haemorrhage 
and necrosis. Cystic cavities are often found which ‘may 
contain blood and pus. Very occasionally cartilage may be 
visible to the naked eye.. 

Those tumours which arise in the body of the uterus are 
almost invariably polypoid. They may take the form of a 
single polypus arising by a narrow stalk, a larger tumour with 
a broad base, or they may cover a large area of the uterine 
cavity resembling polyposis and entirely sessile. They are 
usually submucous in situation, and hardly ever interstitial. 

The arborescent botryoid form is rare in the body; Perlstein** 
has described a case. Nevertheless, corporeal tumours may 
attain a larger size than those of the cervix, often as large as 
an adult head and enlarging the uterus up to the umbilicus. 
They are, as a rule, firmer than the cervical type. 

Rarely they occur in the form of multiple polypi, each 
distinct from the other (Nicholson).” 

On section they may show a lobulated or papillary arrange- 
ment, and cartilage may, in a few cases, be visible to the naked 
eye. Some tumours can be seen to spread diffusely underneath 
the mucosa. 

There has been some argument about the reason for the 
grape-like structure of some of the growths. As mentioned 
above, apart from one or two instances, they are confined to 
the cervical growths. According to Kolisko** it is due to 
oedematous infiltration of the polypi as a result of traction or 
torsion upon their pedicles, and since the majority of botryoid 
forms spring from a narrow pedicle, the theory is very reason- 
able. It would seem, at any rate, to be some mechanical 
influence, a preformed cavity, such as the vagina, being 
necessary for their development. Oedema alone does not 
account wholly for their form, since microscopically they are 
composed of a large amount of myxomatous tissue, young and 
rapidly growing, and, developing in a cavity, such as the 
vagina, where the pressure is not great, they can attain a fairly 
full degree of development. The corporeal tumours are rarely 
botryoid, presumably because they have to develop in a smaller 
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cavity surrounded by strong and resistant muscle. On the other 
hand, they often attain sizes larger than the cervical tumours. 
The reason for this may be that cervical tumours, growing in 
the elastic vagina, can form a more exuberant growth likely to 
cause symptoms earlier than the corporeal growths, and thus 
be detected earlier, whereas the corporeal growths form more 
compact and more slowly growing tumours. It is significant that 
infiltrating or metastatic portions of growth never take on 
botryoid characters, unless they come to some cavity. In the 
case which I am going to describe, an infiltrating area from a 
local metastasis had become botryoid on the surface of the right 
broad ligament as it approached the peritoneal cavity. One 
case of metastasis in the pleural cavity has been described as 
botryoid (Heddaus).** 

(iii) Microscopic appearance. The tumours are composed of 
a large number of heterologous elements, the number and 
relative proportions of elements varying with each tumour. 

One tissue, about which there has been considerable argument, 
occurs in most tumours. It is a loose connective tissue, 
myxomatous in appearance, and the argument is whether it is 
true myxomatous tissue, oedematous tissue, or embryonic 
mesenchymal tissue. Wilms,'*® Shaw,** Seydel,** Nicholson," 
and others consider that it is embryonic mesenchymal tissue from 
which other tissues are derived. They base their belief on its 
striking resemblance, in most cases, to the appearance of 
Wharton’s jelly, and to certain sections showing the transition 
between this tissue and other tissues. Considered as such, it 
lends support to some of the theories of histogenesis of these 
tumours. 

Rein,’* Muller,** Pernice,*’ and others, think that this tissue 
is a true myxoma, but then many pathologists deny the 
existence of true myxoma as a separate adult tissue, and say 
that it is of foetal origin. 

Pfannenstiel performed the test for mucin on his tumour 
and found it to be negative, so he states that the loose connective 
tissue is oedematous connective tissue. Nicholson, on the other 
hand, found the same test to be positive only in the older parts 
of his tumour, which finding he considered was due to greater 
differentiation from the embryonic type of cell in those parts. 

Whatever doubts there may be as to the true nature of the 
tissue, although the general consensus of opinion seems to favour 
the view that it is embryonic mesenchyme, its appearance is 
fairly characteristic. The cell-bodies are star-shaped or trian- 
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gular, with long protoplasmic strands running from the points 
and meeting those of other cells, thus producing a loose network. 
The intercellular substance may be clear or slightly granular, 
sometimes eosinophilic. The cell-nuclei are either round or 
oval, and usually single. (Fig. 2.) 

Groups of small round cells, resembling lymphocytes, have 
been observed by many writers, such as Seydel,** Wilms,’’’ 
Pfannensteil,”’ Spuler,’’ Perlstein** and others. Seydel thinks 
that they originate by transition from star-shaped and spindle- 
shaped cells of connective tissue. He states that he saw this 
change in his sections and also a further change from small 
round cells to cartilage. Perlstein has also made this observation 
of transition from small round cells to cartilage. In some cases 
(e.g. Nicholson’s case*") they are seen to be arranged in alveolar 
form. 

It is possible that these cells may represent the most primitive 
form of embryonic tissue present in these tumours, undifferen- 
tiated mesodermal cells from which mesenchyme and other 
elements are derived. 

Spindle-cells are very common constituents of the tumours, 
and they may be large or small. In many instances they are 
similar to the constituent cells of a pure spindle-cell sarcoma. 
The nucleus is usually oval, though it may sometimes be vacuo- 
lated. Some of the spindle-cells, particularly the larger ones, 
are evidently embryonic striated muscle-cells. Their nuclei are 
rod-shaped, and they may sometimes give the staining reaction 
of muscle with van Gieson’s stain (Blair-Beil’s case*’). Mitotic 
figures are occasionally recorded. 

Maslen Jones*’ states that he observed what appeared to be 
metaplasia from round cells to spindle-cells in his case. 

Giant cells have been recorded in many cases. They are 
large oval or irregularly shaped cells, sometimes sending out 
protoplasmic processes. Their nuclei may be either oval or 
irregular, overlapping each other in the centre or being arranged 
peripherally. Blair-Bell°** observed that they gave a staining 
reaction of muscle in his case. 

Striated muscle has been found in many uterine mixed 
tumours and it is possible that it may have been present in others 
in which its presence is not mentioned, since many writers have 
commented upon the fact that fibres are found only after a 
prolonged and careful search. The reason probably lies in 
the fact that many tumours contain only embryonic fibres in 
which the cross striation is not well developed, though 
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Colomiatti'' and Bystroumoff and Eckert* have reported the 
presence of mature elements. Its incidence is slightly commoner: 
in the cervical tumours, occurring in 14 out of 25 cases, whereas 
the proportion was 20 out of 42 tumours of the uterine body. 
Shaw** states that Kehrer*® found it in g out of 32 cases of 
vaginal sarcoma in children. 

Shapiro,** commenting upon the difficulty of finding striated 
muscle in all cases owing to their immaturity, states that a 
diagnosis can be made without seeing definitely striated cells. 
He regards as suggestive the presence of large cells with vesicular 
and often multiple nuclei, centrally placed within a deeply 
eosinophile, finely granular, and often vacuolated cytoplasm, 
which extended in spider-like threads to the periphery of the 
cells. They resemble embryonic myoblasts. The granules about 
the nucleus are clusters of paired centrioles with short tapering 
fibrils. The granulated fibrils multiply rapidly and finally line 
up into fully differentiated striated cells. 

Glynn and Blair-Bell®® describe a similar type of cell in 
one of their sections, the nuclei in their case being eccentric. 

Probably one of the most characteristic heterotopic elements 
found in the tumours is hyaline cartilage, usually present only 
in very small areas. It was noted in 28 out of 45 tumours of 
the body, and in 20 out of 31 tumours of the cervix. The first 
writer to record it was Wagner,’ in 1854, although he did not 
realize the true nature of the tumour, but Thiede’* was next 
to report it, in 1877. 

The cartilage is usually in the form of little islands surrounded 
by a layer of spindle-cells forming a perichondrium, and 
Perlstein®® and Hartfall** have noticed a transition from spindle- 
cells to cartilage cells. It is immature in type and Perlstein 
has described it as resembling the cartilage in the bronchi of 
newborn or premature infants. As evidence of this immaturity, 
he points to the staining of the ground-work with eosin, the 
cellular perichondrium, and the absence of a capsule to the 
cartilage-cells (Figs. 5 and 6). 

Bone or osteoid tissue is of much more rare occurrence, four 
cases being mentioned in corporeal tumours (Chavannaz and 
Nadal,°* Petersen,** Delangeniére and Beauchef,’® and Wolfe'”’), 
and one in a cervical tumour (Kehrer*?). 

Fat has been described in a few cases, and it is relatively 
more common in tumours of the body than in those of the cervix, 
its presence being reported in six cases of the former and in two 
of the latter. That not all of these, at any rate, are derived 
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from degenerative processes is shown by Nicholson,*’ who 
states that he has observed the development of fat-cells from 
the cells of the myxomatous tissue. 

Nerve-tissue has been described in two cases only, by 
Schroder and Hillejahn** and by Kleine,** but Delangeniére and 
Beauchef'* mention the presence of what they call gliomatous 
tissue in their tumour. 

Smooth muscle has been recorded as a constituent of these 
tumours on several occasiosn, but, not being a heterotopic tissue, 
is not of such importance as other tissues which are heterotopic. 
It is, however, essential to distinguish between a leiomyosarcoma 
and a rhabdomyosarcoma since the prognosis is so entirely dif- 
ferent in the two, the former giving a much greater chance of 
recovery after operation, while in the latter metastases usually 
occur rapidly and are quickly fatal. 

Many writers have commented upon the extreme vascularity | 
of the tumours which in some instances has given them an almost 
naevoid appearance. Haemorrhages into the substance of the 
tumour are frequent, and this is hardly surprising when one 
comes to consider that many of the vessels are composed solely 
of an endothelial lining (Fig. 4). Perlstein** found that his 
cartilaginous areas were poorly supplied with blood-vessels. 
This vascularity is undoubtedly associated to some extent with 
their extreme malignancy, and it is interesting to note that 
Hartfall,** describing the one of his three cases which remained 
free from evidence of recurrence for five years, stated that the 
tumour in this case was comparatively non-vascular. 

One of the most remarkable features of these tumours is 
the completeness of their epithelial covering. Many writers 
have reported cases in which the tumours have been entirely 
covered with epithelium similar to that part of the uterus from 
which they arise. Tumours of the body are covered with a 
columnar epithelium, and those of the cervix with a squamous 
epithelium or a transitional type of epithelium (Fig. 1). In 
places where epithelium is absent this is often due to a local 
pressure-necrosis. 

Nicholson suggests that this complete covering of a rapidly 
growing tumour, in most cases by apparently normal epithe- 
lium, is due to the powers of regeneration possessed by uterine 
mucosa, which is constantly being cast off and renewed at 
every menstrual period. The chief objection to this suggestion, 
however, is that the cervical mucosa does not undergo the same 
menstrual changes as the endometrium and yet cervical mixed 
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tumours are found as completely covered by squamous epithe- 
lium as those of the body are by columnar epithelium.’ It seems 
more likely that in some way the stroma and epithelium were 
both stimulated to proliferation by some common factor, and 
not that the epithelium proliferated merely to keep pace with 
the growth of the tumour. Submucous polypi and fibroids are 
usually completely covered by epithelium, but there is nothing 
remarkable in this, for they are slowly growing tumours, and no 
excessive powers of proliferation by the epithelium will be re- 
quired to cover them. Support to the idea of stimulation to 
excessive proliferation is lent by the occurrence of tumours in 
which the epithelium has undergone carcinomatous change 
(Nicholson,*' Penkert,*’ Schréder and Hillejahn,** and possibly 
Laewen,*’ Sophian,*® and Augier’). 

The epithelium covering the corporeal tumours varies from 
a tall columnar type to a flat type, even undergoing stratifi- 
cation, and Nicholson™ has described the occurrence of kera- 
tinization. The cervical tumours are usually covered by squamous 
epithelium. 

Areas of epithelium may show evidence of local proliferation 
to the extent of the formation of adenoma, while in other areas 
the cells may take irregular shapes and form solid cords of cells 
invading the stroma and very suggestive of carcinoma. 

Glands have very frequently been reported occurring in the 
stroma of both corporeal and cervical tumours. They very 
closely resemble the normal glands of the body or cervix, and 
there seems to be very little doubt that they are normal glands 
which have become included in the growth. They are usually 
regular structures lined by columnar epithelium, (Fig. 3). 

There seems to be no constant relation between the micro- 
scopic and macroscopic appearances. In the case of the botryoid 
forms the increase in bulk is usually derived mainly from myxo- 
matous tissue, but this is often an actual, rather than a relative, 
increase of this tissue compared with other tissues. 

(iv) Infiltration of tumours. An extremely interesting feature 
of these tumours is that very often the line of demarcation- between 
the tumour and the uterine wall is sharp. Several writers have 
commented on this fact (Shapiro,** Maslen Jones,*’ Cox and Beni- 
schek,'* and others). In spite of this, it is one of the most malig- 
nant tumours known, comparable in many respects to chorion- 
epithelioma. In cases in which local invasion has been noticed, it 
is commonly the spindle-shaped cells which are the invaders, al- 
though Durante and Roulland” report that in their case they saw 
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invasion by strands of myxomatous tissue. The malignancy of a 
particular tumour bears no relation whatever to the amount of 
local invasion observed, those springing from a narrow pedicle in 
which there appeared to be no invasion being every bit as malig- 
nant as the diffuse type invading the uterine muscle. 

(v) Sttwation of metastases. (a) Local metastases. By far the 
commonest site in which to find the secondary deposits of the 
growths is in the pelvis. They often form enormous tumours 
entirely filling the pelvis and rising into the abdomen. These 
pelvic growths are usually diffuse and amorphous, though they 
may occasionally be polypoid. Apart from tumours recurring 
at the site of previous removal, they are commonly found in 
the parametria, broad ligaments, vagina, and in the peritoneal 
cavity. Nicholson™ has described an ovarian metastasis, and 
at least two other authors (Rein” and Pick”’) have described 
growth in the pelvic lymphatic nodes; but, as a rule, there seem 
to be very few records of lymphatic spread. In spite of this, 
I believe that local spread is chiefly by the lymphatic vessels, 
rather than by direct invasion or by the veins. Spread by the 
lymphatic vessels is not unknown in cases of simple sarcomata. 

It is also possible that, although invasion of uterine muscle 
at the base of the tumours is very rarely observed, local growth 
may take place by the infiltration of sarcomatous cells along 
the veins. 

(b) Remote metastases. The lungs and pleurae are the com- 
monest sites for rernote metastases but, compared with the fre- 
quency of local secondary growths, remote metastases are 
more rare. This is probably due, in most cases, to the rapidity 
with which local recurrence causes the death of the patient, 
before time has occurred for distant metastases to manifest them- 
selves. The frequency with which the lungs are involved points 
to dissemination by the blood-stream, and cases have been 
observed in which the growth was seen invading the blood-vessels. 
The great vascularity of the tumours and the thinness of their 
vessels’ walls renders easy such a mode of spread. 

One case has been reported (Hartfall**) in which there was 
no pelvic recurrence, but the patient died of pulmonary metas- 
tases. 

Apart from the lungs and pleurae, Kunert*® has reported 
metastases in the seventh and eight ribs; Collilas, Lastra and 
Masciotra’® reported a case in which recurrence took place in 
the mediastinum, and Delangeniére and Beauchef** one in the 
right tibia. 

835 





JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


(vi) Pathology of metastases. Macroscopic examination of 
metastases shows that they do not tend to reproduce the morpho- 
logy of the parent tumour, local metastases being diffuse and 
amorphous, while more distant ones are usually nodular in form. 
Heddaus** has, however, described a pleural metastases which 
was botryoid in form, and corresponded closely to the histological 
structure of the primary tumour. 


The metastases do not commonly reproduce all the hetero- 
logous elements of the primary tumour, their tendency being 
toward simplification of structure, so that the microscopic 
picture is one of a spindle-cell sarcoma, myxosarcoma, or a 
combination of the two. Round cells and giant cells have been 
described. Cartilage has been described in metastases in four 
cases (Miiller,*’ Pernice,*” Heddaus,** and Gaebelin*’). In 
Gaebelin’s case the metastasis was composed largely of cartilage. 


Striated muscle is rare in a metastasis, and Hunziker** appears 
to be the only one who has observed it. Heddaus has 
observed fat. Nicholson’s*’ pulmonary metastases were com- 
posed of a homogeneous matrix, containing alveolar sarcoma 
and tubules lined with epithelium, partly squamous and partly 
columnar. He regarded the primary tumour in his case as a 
carcino-sarcoma. 


HISTOGENESIS OF THE TUMOURS. 


/ (i) Evidence for mesodermal origin. There has been consider- 
able speculation as to the origin of these tumours, and many 
theories have been advanced. Before embarking on a dis- 
cussion upon them, the term ‘‘mesodermal’’ in the title 
must first be justified, and this point is brought up speci- 
fically because of the presence of the glands which are so 
frequently found in the tumours. If these glands are uterine 
in origin, then the title is correct, but since they might 
conceivably represent tissues derived from one of the two 
other germinal layers, then the tumours would not be en- 
tirely mesodermal in origin, and might be considered to be 
teratomata in which only two of the primitive germinal layers 
had developed. 

Most pathologists state that teratomata contain all three 
germinal layers, often in varying proportions, the mesoderm 
in particular being inclined to grow in excess of the others; 
the absence of one layer is extremely rare. Further, true tera- 
tomata of the uterus, with all three germinal layers easily recog- 
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Section through the surface of the tumour showing the well- 
marked covering of squamous epithelium. 


Section through a portion of myxomatous tissue showing the 

typical star-shaped cells and their interlacing protoplasmic 

processes. A portion of cartilage is shown in the right-hand 
bottom corner, 





Section showing a gland embedded in the stroma, having the 
characteristics of a normal cervical gland with mucin in the lumen. 


FIG. 4. 


Section through a typical young blood-vessel to show the lining of 
a single layer of endothelial cells. 





Two typical islets of cartilage surrounded by a_ perichondrium 


composed of spindle-cells. 


Section to illustrate the transition from the spindle-cells forming 
the perichondrium to cartilage. 
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nizable, are extremely rare, if they occur at all, since they are 
always open to the suspicion of being derived from a fertilized 
ovum. Lackner and Krohn* describe a case of teratoma attached 
to the internal os, showing obvious examples of derivatives of 
all three layers; but they admit their case might be the result 
of an incomplete miscarriage, although they do not favour this 
view. Two other cases have been reported, by Mann” and by 
Hellendall. 

The glands which are found in these growths are usually 
regular in structure, although they may show signs of atrophy, 
or, in other cases, hyperplasia; but, taken as a whole, the 
regularity of their structure and their close resemblance to 
normal glands suggest that they are merely inclusions in the 
growth and not new structures developed in it. Most observers 
are in agreement upon this point. Moreover, this view is 
strengthened by the fact that in the cervical tumours the glands 
resemble the normal cervical type; and in the corporeal tum- 
ours they are similar to those of the body. It is hardly likely 
that, were they derived from embryonal tissue, they would 
differentiate so completely into such niceties of structure as exist 
between these two. The essential differences are that the lining 
epithelium of the corporeal glands is made up of cuboidal cells 
with central round nuclei, whereas the cervical glandular epithe- 
lium has tall columnar cells with basal round or elongated nulei. 

The only writer to suggest that these glands are other than 
inclusions is Laewen,*’ who thinks that they may possibly be 
derived from the Miillerian ducts, but this seems unlikely when 
a more simple explanation exists. - 

Having thus decided that the glands are uterine org 
the title is correct, since the uterine epitheliunt is mesodérmal 
in origin, being derived from the primitve mesothelium, and 
the other elements which go to form these tumours are all of 
mesodermal origin. 

The next problem to be decided is how this mixture of meso- 
dermally derived tissues came to arise in the uterus. While 
the uterus itself is mesodermal in origin, such other mesodermal 
tissues as cartilage, bone, striated muscle, fat, and myxomatous 
tssue, all of which are found in these tumours, are heterotopic 
to the normal uterus. Before we can discuss the relation of 
these tissues to the uterus as found in mixed tumours, we must 
first consider their relation to the uterus in other conditions. 
The object of this is to decide whether the tissues are derived 
from an undifferentiated embryonic tissue which then undergoes 
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differentiation, or whether they are derived from tissues present 
in the uterus which have undergone hyperplasia. 

(ii) The occurrence of separate heterotopic tissues in the 
uterus. Apart from that occurring in mixed tumours, I have been 
unable to find any reference in numerous textbooks of gynae- 
cology and pathology to the occurrence of cartilage in the uterus, 
with the exception of Williams** and Ewing,'* who meniion that 
it has been found in some cases of fibroids; therefore it is ob- 
viously rare. 

Calcification of fibroids is not uncommon, but according 
to Curtis only a few cases of true ossification have been reported, 
and those in fibroids, while none has been found in the uterus 
apart from fibroids. 

Fat, when found in the uterus, is commonly the result of a 
degenerative process occurring in a fibroid, but true lipomata 
and lipo-myomata have been described, Schleussner,** in 1924, 
reporting what he says is the seventeenth case on record. 

Striated muscle has been seen in the uterus, by Gerode** and 
by Nehrkorn,* in the form of fibres running among ‘the plain 
muscle-fibres, but there is no record of a simple rhabdomyoma 
of the uterus, such as has been described in organs composed 
of striated muscle. This is the only mention of a heterotopic 
tissue being found in the uterus apart from the definite forma- 
tion of tumours. 

Meyer” has reported a case of true myxoma uteri, and, of 
course, there have been numerous reports of so-called myxo- 
matous degeneration, but many pathologists consider this to 
be of embryonic origin, and not a true degeneration. 

All these tissues, therefore, do occur in the uterus apart from 
mixed tumours, but, with the possible exception of striated muscle, 
they do not appear as normal constituents but always in the 
form of tumours. Moreover, they never occur associated with 
other elements in such mixed and intimate contact as they do 
in mixed tumours, and when occurring alone they are essen- 
tially benign. Consequently it seems reasonable to assume that in 
mixed tumours a different type of tumour exists. It is one in 
which the elements did not grow up independently and then 
mix, but were probably derived from some parent tissue which 
differentiated in various directions and the elements developed 
side by side, some growing more profusely than others, the 
whole forming an essentially malignant tumour. There is, at 
any rate, no question of hyperplasia of normal uterine tissues. 

(iii) Hypotheses advanced to explain mixed tumours. The 
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various hypotheses which have been advanced to account for 
the presence of these tumours in the uterus must now be considered. 
Pfannenstiel’’ suggested that all the heterogenous tissues 
were derived from the connective tissues of the mucosa by a 
process of metaplasia. Von Franqué,*' Ribbert and others ex- 
plained the presence of striated muscle-cells by assuming their 
metaplasia from smooth muscle. This theory of metaplasia 
from adult structures is not generally accepted, and metaplasia 
from smooth to striated muscle has never been observed. More- 
over, they are of completely different embryonic origin. Smooth 
muscle is developed from indifferent mesenchyme, and striated 
muscle from the mesodermal somites. Muscle-tissue which 
appears to be transitional between the two is probably due to the 
difficulty of recognizing the younger forms of striated muscle. 
As has been mentioned, Gerode** and Nehrkorn® claim to 
have found striated muscle in the normal uterus, and, allowing 
for metaplasia of connective tissue to all the other elements of 
the tumours, there is here a possible source of the striated 
muscle @ppearing in them. The observation of Reeb and 
Oberling,”” hgwever, rather tends to discount this theory. 


They point out that two varieties of rhabdomyoma exist, 
(i) embryonic rhabdomyomata which develop from undifferen- 
tiated mesoderm, and (ii) those which take origin from adult 


striated muscle perfectly differentiated, as occurs in tumours of 
skeletal muscle. There are structural differences between the 
two. In the embryonic type remnants of the undifferentiated 
mesoderm and a progressive differentiation of striated elements 
are always found, the muscular fibres undergoing all the evolu- 
tionary stages found in embrvonic life. 

The adult type shows the inverse process. There is a 
dedifferentiation of the neoplastic fibres, and large multinucle- 
ated cells are seen in whose descendants the muscular character 
is becoming less and less evident. 

Reeb and Oberling consider that in their mixed tumour the 
striated muscle falls into the embryonic category, thereby sug- 
gesting that the rest of the tissues composing it are likewise 
embryonic rather than metaplasic in origin. 

Jv An explanation based on Cohnheim’s hypothesis of cell-rests 
has been advanced, the suggestion being that the cells originally 
belonged to the Wolffian body, but the latter part, at any rate, 
of the hypothesis must be rejected, for striated muscle does 
not occur in the Wolffian system. As evidence in favour of 
Cohnheim’s hypothesis mention may be made of structures that 
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performed a physiological function at some period of develop- 
ment and usually disappear, but occasionally persist in a 
rudimentary condition and give rise to tumours. Remnants 
of the Wolffian body and duct are chief among these; they 
give rise to small cysts between the layers of the broad 
ligaments. 

Wilms’s'*’ modification of Cohnheim’s hypothesis is more 
satisfactory. He argues that, since striated muscle is not 
developed from smooth muscle in normal development, it does 
not so develop under pathological conditions; therefore, mixed 
tumours must contain elements of the myotome, the other 
tissues being of mesenchymal origin. The cartilage is a 
derivative of the sclerotome, a mesenchymal product of the 
myotome. Consequently the parent tissue of a mixed tumour 
must be derived from a primitive mesodermal cell, or cells, 
before the sclerotome was split off from the myotome. Now, 
no renal elements are ever found in these tumours, so this 
parent tissue must be derived from a point behind the renal 


anlage. 

The genital tract has a complicated devaladlicers The 
primary excretory ducts, or Wolffian ducts, grow downwards 
from the thoracic segments. The Miillerian ducts develop 
laterally and swing under them from each side to reach and 
fuse in the middle line to form the uterus and vagina. In the 
female the Wolffian ducts disappear, the remnants persisting as 
Gaertner’s ducts. When these are complete, they pass through 
the broad ligaments, at first parallel to the Fallopian tubes; 
and then diagonally into the uterine substance approaching the 
mucosa and continuing downwards in the lateral wall of the 
vagina. Parts of Gaertner’s duct are frequently found in the 
cervix and vagina as far down as the level of the hymen, and 
Meyer has found Gaertner’s duct in an adult running in the 
lateral wall of the uterus, from just below the insertion of the 
Fallopian tube down to the cervix. 

Wilms’s hypothesis, therefore, is that this backward growth 
of the Wolffian duct carries with it some of these mesodermal 
cells which are deposited en route, lie dormant for some time, 
and then, as the result of one or another stimulus, blossom 
forth. McLean and Wollstein** and Barris and Shaw‘ hold the 
view that the stimulus, whatever it may be, would never produce 
the heterologous growths which do arise unless the direct anlages 
of such cells were already present. 

Wilms brings forward collateral evidence to bear support to 
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this theory, namely that of mixed tumours occurring in the 
trigone of the bladder. These surround the ureter at the 
entrance to the bladder, and he suggests that they have reached 
that situation by passing along the Wolffian duct and ureter, 
which is budded off the lower end of the duct. Shattock*’ has 
described four cases of rhabdomyosarcoma of the bladder, 
although he ascribes their origin to vagrant sarcoblasts. 

The hypothesis is a sensible one, since much of it is based 
on known embryonic rudiments, the only purely hypothetical 
part being the idea of primitive mesodermal cells existing in 
the adult body. 

The situation of the tumours appears to be an objection to 
Wilms’s hypothesis. If it were correct, then all mixed tumours 
should arise along the line of Gaertner’s duct, and whereas some 
have been described as doing so, others have definitely not. 
Also, no cases of mixed tumours have been described arising 
primarily in the broad ligament. However, it is possible to 
advance two explanations to overcome these discrepancies. 

First, concerning the position of the tumours, it is a well- 
known fact that foreign bodies are capable of migration any- 
where in the body of man, often over surprising distances. 
There is no reason why this should not apply to a collection 
of foreign mesodermal cells in the uterus, particularly aided 
by the muscular contractions of that organ. Second, a sugges- 
tion must be advanced to explain why they are not found in 
the broad ligaments. It is possible that here the question of the 
stimulus, whatever it may be, that causes these tumours to 
grow, comes into play. The uterus is an organ susceptible to 
various hormonal stimuli, and possibly even producing some 
hormones, whereas the same stimulus does not reach those 
cells which may lie in the broad ligaments. 

While the presence of nerve-tissue has been noted (Schréder 
and Hillejahn,** Kleine**) in these tumours, no writer so far 
seems to have pointed out that it endangers their right to be 
considered mesodermal, for nerve-tissue is a derivative of the 
ectoderm. On the other hand, mesenchyme, from which the 
bulk of the tissues of mixed tumours is derived, is not entirely 
mesodermal in origin, since some small portions of ectoderm 
and endoderm are often split off into its formation, and it is 
possible that, in those rare cases in which nerve-tissue is found, 
the ectodermal portion may be the origin of it. 

4 Nicholson” has advanced another theory to account for these 
tumours. He assumes, first of all, a view held by many 
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pathologists, that sarcomata take origin from indifferent embryonic 
cells of connective tissue which during the development of the 
organism have not been used in the building up of the part, 
but have lain dormant. At a subsequent date they are acted 
on by some stimulus which causes them to proliferate. As they 
are not intimately associated with their neighbouring cells, and 
have no special function to perform, they devote their whole 
energy to proliferation, and divide rapidly, division becoming 
increasingly rapid and leaving the cells no time to differentiate. 
It is possible that during their rapid divisions so much dedif- 
ferentiation may occur that the cells reach the state of the 
original mesenchymal cells of the part, or pass even further 
back to primitive mesoderm. Now, having reached the state 
of primitive mesodermal cells, they have the characters of those 
cells, and can redifferentiate in various direciions, producing 
both elements of the myotome and of mesenchyme; this 
redifferentiation is most perfect if, once the stage of the meso- 
derm is regained, the stimulus to growth loses its intensity. 
Mixed tumours, therefore, represent the results of the utmost 
dedifferentiation and redifferentiation, whereas. in other forms 
of sarcoma dedifferentiation has not proceeded so far backwards 
to the primitive mesodermal cell. 

As evidence in favour of his hypothesis, Nicholson quotes two 
instances of dedifferentiation and subsequent redifferentiation. 
The first is that of metaplasia from columnar to squamous 
epithelium. He considers that dedifferentiation must occur 
before a columnar cell, with all its characters fully established, 
can change into one of the squamous variety with different 
characters, and that the cells must revert to that more primitive 
stage from which they can develop either into columnar or into 
squamous epithelium. This change is known to occur in the 
nose and bronchi in inflammatory conditions and elsewhere 
under other conditions. 

The second piece of evidence is that of the formation ot 
bone in calcified areas, which he explains thus: The calcified 
areas are invaded by granulation tissue derived from th¢ 
surrounding stroma. This tissue is actively growing young 
tissue, composed of fibroblasts, which represent some of the least 
differentiated cells in the body. Here, of course, we are not 
dealing with a preliminary process of dedifferentiation, for the 
cells are young and already undifferentiated. These fibroblasts, 
influenced by the saturated solution of lime salts, take on the 
characters of osteoblasts and Iay down bone. 
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The differences between Wilms’s/ and Nicholson’s hypotheses 
can then be summed up as follows.V Both believe in the develop- 
ment of these tumours from primitive mesodermal cells, but 
Wilms believes they have been carried there as mesodermal 
cells, by the backward growth of the Wolffian duct, whereas 
Nicholson believes that these mesodermal cells developed by 
dedifferentiation from cell-rests of indifferent embryonic tissue, 
left there in the building up of the organ. 

One of the weakest points in Nicholson’s hypothesis is the 
suggestion that, when dedifferentiation occurs backwards as 
far as the primitive mesodermal cells, the stimulus causing 
this alters or loses its intensity so that redifferentiation takes 
place in a forward direction. 

Nicholson produced his hypothesis because he wished to 
provide an explanation for the finding of tumours away from 
the situation of Gaertner’s ducts, which was an essential point 
in Wilms’s hypothesis, but I consider that difficulty can be 
explained by assuming migration of the embryonic tissue in 
the uterine substance. 

Experiments in tissue culture im vitro furnish evidence 

against Nicholson’s hypothesis, in so far as experiments in vitro 
can be said to be of value in comparison with growth in vivo. 
In the early period of tissue-cultivation it was declared that all 
cells cultivated in vitro differentiated to a primitive indifferent 
cell-type. Fischer*’ entirely denies the accuracy of this view, 
and states that these observations were due to impure strains of 
cells. He considers that reported transitions from epithelial 
cells to fibroblasts were due to contamination of epithelial cells 
with fibroblasts, since he and other workers have been able to 
keep pure strains of epithelium alive for many months without 
signs of dedifferentiation. 
.¥ My own hypothesis, which is an elaboration of Wilms’s, is 
as follows. Cell-rests of primitive mesodermal tissue are 
deposited along the line of backward growth of the Wolffian 
ducts. Some of these may undergo a certain amount of 
migration within the substance of the uterus, thus accounting 
for the position of those found away from the line of Gaertner’s 
ducts. . 

I have already pointed out the striking resemblance between 
the age-incidence of carcinomata of the body and cervix of the 
uterus to that of mixed tumours of those parts. This leads me 
to believe that there is some association between the two, 
suggesting that the same stimulus activates both. 
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Now, the completeness of the epithelial covering of these 
tumours has been commented upon on several occasions. It is 
pointed out that, in order to keep pace with the rapidly growing 
stroma, the epithelium must have acquired some unusual powers 
of proliferation, in excess of its normal power of regeneration. 
Furthermore, cases have been reported (Nicholson,*’ Penkert,*’ 
Schréder and Hillejahn,** and others) in which the epithelium 
has taken on carcinomatous characters. 


According to Ewing,'* Loeb and other observers have noticed 
the appearance of sarcomatous elements in experimental trans- 
plants of animal carcinomata, and these observers believe that 
the carcinomatous cells exert a stimulating influence upon the 
cells of the stroma, causing them to proliferate and take on 
malignant characters. These so-called carcino-sarcomata, apart 
from mixed tumours, have several times been described in the 
human body. Ewing himself believes that the spindle-cell 
sarcoma in such cases is derived by a transformation from 
epithelial cells, but if we can argue from Fischer’s observations 
in vitro these spindle-cells may not be of the type of connective 
tissue cells but modified epithelial cells retaining their 
characteristics in spite of altered morphology. 


Therefore, my belief is that the stimulus to neoplasm- 
formation, whatever it may be, acts in the first place on the 
uterine epithelium. In the great majority of cases this results 
in carcinoma-formation alone, and produces an epitheliomatous 
growth which has little effect upon the underlying stroma 
composed of adult connective tissue. Every now and again, 
however, this neoplastic stimulus will be conveyed to a uterus 
containing some embryonic cells. The stimulus acts either, in 
the first place, upon the epithelium itself, then stimulates the 
embryonic tissue, or both are acted upon by the neoplastic 
stimulus simultaneously. The epithelium is stimulated to 
proliferate, and the embryonic mesoblastic tissue is also 
stimulated, possibly just a litthe later, but it, being young 
undifferentiated tissue, grows very rapidly, and the epithelium 
proliferates in order to cover the tumour, having no time, in 
most instances, to take upon itself invasive properties. In a 
few cases, however, perhaps because the local growth of the 
tumour has become slower, the epithelium can undergo the 
normal response to the neoplastic stimulus it received and 
become carcinomatous. 


Doubtless many other uteri contain these cell-rests, but they 


844 





MESODERMAL MIXED TUMOURS OF THE UTERUS 


have never received the necessary stimulus and consequently 
they have remained dormant. 

It is the fact of growth by the stroma of the tumour being 
so rapid as not to allow the epithelium to become neoplastic in 
most cases which lends support io the theory of embryonic cell 
origin. If it were a case of the proliferating epithelium 
providing a stimulus which first caused dedifferentiation and 
then redifferentiation of cells of the stroma, we should expect 
to find many more mixed tumours or even pure sarcomata 
associated with carcinomata than are actually found. Some 
may argue that the epithelial changes are secondary to the 
proliferation of the stroma, but I think that this is unlikely 
considering the relative frequencies of carcinoma, mixed tumour, 
and sarcoma of the uterus, since epithelial hyperplasia alone, 
in the form of carcinoma, is far commoner than the other two. 

The idea of epithelium stimulating the underlying stroma is 
not, of course, original, but I do not believe that any writer has 
hitherto either stressed the importance of the similarity of age- 
incidence in carcinoma and mixed tumour of the uterus, or 
tried to produce an hypothesis connecting the two. 

Any suggestion that these tumours can be derived from a 
fertilized ovum, either true or parthenogenetic, can easily be 
disproved by the fact that several have occurred well outside 
the age-limits at which ovulation occurs, i.e. several years 
before puberty and several years after the menopause. 

(iv) Relation to mixed tumours occurring elsewhere. Mixed 
tumours, very similar in general histology, have been described 
occurring in other organs of the body. Examples have been 
found in the kidney, breast, prostate, salivary and lachrymal 
glands and elsewhere. Most of these are associated with some 
proliferative disturbance of epithelium, leading to the formation 
of adenoma or carcinoma. They are, as a rule, far less 
malignant than uterine tumours, and it is, therefore, interesting 
to note that in them epithelial proliferaion reaches a greater 
complexity than it does in those of the uterus. The point that 
I wish to make here is that the epithelium in mixed tumours is 
potentially neoplastic, but in mixed tumours of the uterus the 
growth of the siroma, for some unknown reason, is so profuse 
that the epithelium has to devote all its energies to performing 
its primary function, i.e. that of acting as a covering. If given 
a chance, the epithelium will undertake neoplastic formation. 

Although Ewing’* believes in metaplasia from epithelium 
to other elements, this view is not generally held, and most 
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writers believe that cell-rests account for the origin of mixed 
tumours. Sheehan‘ has described a case of mixed tumour of 
the liver which I consider provides a strong element for this 
latter view. His tumour contained myxomatous, fibrous, and 
rhabdomyomatous elements, and was associated intimately 
with several cysts, lined by columnar epithelium, presumably 
arising from a hypoblastic bud. The cyst®were papilliferous, 
and he was able to show a transition from the papillary stroma 
to the various heterotopic elements. Since these cysts probably 
represented part of the undeveloped hepatic bud, it is not un- 
reasonable to assume that part of the mesenchyme into which 
that bud grew had also persisted. 

(v) The nature of the stimulus to growth. The nature of 
the stimulus which causes the formation of neoplasms is unknown, 
but a study of the ages at which certain uterine neoplasms occur 
suggests that hormones may play a part. Fahmy,’ in an analysis 
of nearly a thousand cases of post-menopausal haemorrhage, 
found a very high incidence of uterine polypi, and he considers 
that they must bear some relation to uterine activity, possibly 
secondary to ovarian function. Support to this view is lent in 
some small measure by the recent discoveries of Dodds and Cook"* 
that certain carcinogenic hydrocarbons are also oestrogenic; but 
they wish to emphasize that there is no evidence, as yet, to show 
that carcinogenic compounds arise from oestrin in the human 
body. 

SYMPTOMATOLOGY. 

This is best discussed under the separate headings of (i) 
Tumours of the cervix uteri and (i') Tumours of the corpus uteri. 

(i) Tumours of the cervix uteri. The patient most commonly 
complains of some menstrual disturbance, but she may also 
complain of vague lower abdominal pain, a sensation of falling 
of the womb, and pains in the lumbar region. The periods become 
excessive, even amounting to flooding, of longer duration, and 
painful. There may be irregular intermenstrual bleeding, or 
even continuous blood-stained discharge. The discharge is not 
always only blood-stained, but may be mixed with pus and 
degenerating tissue due to the pressure-necrosis and infection 
which are liable to occur in those tumours lying in the vagina. 
When necrosis and infection occur the discharge usually has a 
very unpleasant odour. 

Sometimes there may be a very considerable amount of 
sero-sanguineous discharge, enough to cause very marked irri- 
tation of the vulva and inner aspect of the thighs. 
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Troubles of micturition may occur, chiefly frequency and 
pain, but symptoms referable to the bladder were usually slight. 
The bladder of Collilas’s'® patient had to be catheterized. 

The physical signs vary according to the advancement of 
the disease. In the early siages a small cervical polypus is often 
the only finding, clinically indistinguishable from a fibroid or 
mucous polypus. When it has grown larger it forms a soft 
fleshy mass, maybe as large as the foetal head at term, more. or 
less filling the vagina, to which it occas‘onally adheres on the 
anterior wall or fornices. This adherence is caused by local 
spread from the primary site. In one or two cases the tumour 
has been known to appear at the vulva. 

The tumour is usually irregular in shape, soft, often haemor- 
rhagic and friable. Its vascularity, friability, and polypoid 
nature are the reasons for the considerable haemorrhage which 
sometimes occurs. 

Large pieces of the tumour, more particularly when it assumes 
the botryoid form, can often be detached by the fingers, or may 
even come away spontaneously. One or two patients have had 
their attention drawn to the fact that something was wrong by 
noticing a detached portion of tumour following some expulsive 
effort such as micturition or defaecation. 

It may be possible to feel, rather than to see, the pedicle of 
the tumour, but that depends entirely upon whether it takes 
origin from one or other of the cervical lips or whether it arises 
from the cervical canal. It may also be quite impossible to say 
by clinical examination whether, or not, the tumour is a cervical 
one or a corporeal one extending through the external os. 

The symptoms are often indistinguishable from those of 
carcinoma of the cervix. 

(ii) Tumours of the corpus uteri. Here again the outstanding 
symptom is that of vaginal bleeding, but owing to the greater 
tendency of corporeal tumours to develop in the later years of 
life than is the case in cervical tumours, instead of menorrhagia 
the complaint is often one of post-menopausal haemorrhage. 
In other cases the irregular bleeding may be considered by the 
patient merely to be menopausal irregularity... There may not be 
frank bleeding, but perhaps only a blood-stained discharge, often 
offensive. When frank bleeding occurs it may amount to a 
severe flooding, which is hardly remarkable when it is remem- 
bered that the uterus may be enlarged by the tumour to the size 
of a six-months’ pregnancy. 

Other patients complain of abdominal pain, or, perhaps: 
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abdominal enlargement. When enlargement has occurred it 
may be due to ascites, but it is more often due to uterine 
enlargement. 

Pain is a variable symptom; at times it is slight and fleeting, 
at others marked and continuous, or, in some cases, paroxysmal. 
It is probably due to local peritonitis, necrosis, or interstitial 
haemorrhage, and it is spontaneous, though it may be 
aggravated by palpation. 


When an abdominal tumour is discovered it is central in 
position, continuous with the uterus, regular and round, and 
suggestive of a large central fibroid. Its consistence is often 
soft, either generally or locally. It may reach up to the 
umbilicus. The uterus feels regularly enlarged owing to the 
fact that the growth is usually polypoid and projects into the 
uterine cavity. 

At a later stage of the disease vesical troubles are extremely 
common; they are due either to pressure of the tumour or to 
invasion of the bladder by the growth. On the whole, it is 
remarkable how little local invasion of neighbouring organs takes 
place by the primary tumour, whereas involvement of the 
ureters and bladder in pelvic recurrences has several times been 
recorded, often resulting in hydronephrosis. The  vesical 
troubles which may arise are frequency, dysuria, and retention 


of urine. The rectum is rarely involved. A rise of temperature, 

except in the terminal stages of the disease, is rare. 
Terminally, as in all other cases of malignant disease, the 

patient exhibits the well-known clinical picture of cachexia. 


D1AGNosIs. 

(i) By clinical findings. Diagnosis on purely clinical grounds 
is often extremely difficult, if not impossible, in many cases, 
and this applies particularly to tumours of the body of the 
uterus. 


Cases of cervical tumours which originate as small polypi 
are clinically indistinguishable from simple mucous or fibroid 
polypi when seen for the first time, and it is only when the 
polypus returns several times after removal that suspicions are 
aroused as to the true nature of the tumour. From reading 
the published description of cases it will be seen how frequently 
a history of this type is given. 

The vesicular structure of some of the tumours has once or 
twice caused a diagnosis of hydatidiform mole to be made; but 
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on the whole the vesicles of a mixed tumour are larger than 
those of a hydatidiform mole. Those of the former approach 
more to a grape in size, while those of the latter are about the 
size of a currant. 

Carcinoma of the cervix is often closely simulated by the 
history of irregular bleeding and foul blood-stained discharge, 
while the patient commonly comes within the age-period of that 
disease. On digital examination the feeling is different from that 
of carcinoma of the cervix. The tumour is friable, bleeds on 
examination, and feels rather soft and indefinite, not hard and 
rough as in carcinoma of the cervix. Inspection of the growth 
through a speculum should aid the diagnosis. A mixed tumour 
of the cervix will usually present a larger mass than even a 
large fungating carcinoma; moreover, it will have a smooth sur- 
face, and show an irregular appearance composed of numerous 
small nodules nor present a cauliflower appearance. Even when 
local necrosis occurs on the surface the smooth appearance is not 
lost. 

Mixed tumours of the body present a more difficult problem 
in clinical diagnosis, because often the only finding is an 
enlarged uterus which makes clinical diagnosis impossible. It 
has to be distinguished from hydatidiform mole, carcinoma of 
the body of the uterus, a fibroid, and a pure sarcoma. Since 
many of these cases occur after the menopause, hydatidiform 
mole can often be ruled out, and the Zondek-Aschheim test 
would be of great value, although sometimes it is positive in cases 
of malignant disease. 

Carcinoma of the uterine body may be clinically indis- 
tinguishable from a mixed tumour of the uterine body, although 
sometimes mixed tumours attain a size never reached by a 
carcinoma. A single central fibroid, particularly if undergoing 
any form of degeneration, may give a clinical picture resembling 
that of a mixed tumour, and it must not be forgotten, as already 
mentioned, that cases have been described in which fibroids 
occurred in association with mixed tumours. Pure sarcoma, 
arising either de novo, or in a pre-existing fibroid, is yet another 
diagnosis to be considered, but this is almost impossible to 
decide clinically. 

(ii) By microscopic findings. Owing to the extreme 
uncertainty of making a clinical diagnosis of mixed tumour, 
microscopic evidence is usually essential, and even this is not 
infallible. The cervical tumours may arise as single polypi, and 
microscopically may be reported histologically benign (e.g., 
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Malapert and Maurichau-Beauchant,”* and Maslen Jones*’): 
upon recurrence microscopic examination of the second tumour 
reveals its true nature. In such cases it is quite possible that 
malignant areas have been missed, since it is obviously not 
possible to examine serial sections of every polypus. Diagnostic 
curettage in cases of suspected tumours of the body of the uterus 
may also be misleading, since the curette may fail to scrape 
away a characteristic portion of the growth. It is fitting here 
to stress an important point of operative procedure. After the 
cervix has been dilated, an attempt should always be made to 
remove part of the uterine contents by ring-forceps, since by 
this means a portion of tumour may be seized which the curette 
might entirely fail to scrape away. 


Many cases will, of course, be obvious upon microscopic 
examination, and probably the most characteristic and easily 
recognized tissue is hyaline cartilage. The other heterotopic 
element which may enable a positive diagnosis to be made is 
striated muscle, and, while in some cases this may be obvious, 
in the majority the fibres are few and far between and require 
much searching for. Apart from their paucity, they are often 
in a very embryonic state and the transverse striations are 
difficult to demonstrate. It is possible, for this reason, that 
many cases described as m'xed-cell sarcoma or spindle-cell 
sarcoma, may in reality have been mixed tumours in which 
striated muscle was not demonstrated. 

Glynn and Blair-Bell*® say that the following appearances 
suggest that transversely striated muscle-fibres will be found if 
looked for: 

(i) The sarcoma is of a mixed-cell variety, especially if 
multinucleated cells are present. 


(ii) The sarcoma contains very large spindle-cells or oblong 
protoplasmic bands, especially if the nuclei are eccentric. 
(iii) The staining reaction of the large spindle-cells or 


multinucleated cells with van Gieson’s stain is characteristic of 
muscle. 


TREATMENT. 


It is difficult to draw any accurate generalized conclusions 
on treatment owing to the small number of reported cases, 
although nearly all the recognized forms of treatment have been 
applied. Further, whatever line of treatment has been carried 
out, the results have been uniformly bad. Consequently, 
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treatment has to be directed rather by considerations of 
pathological knowledge and analogy with other forms of uterine 
malignant disease than by the actual recorded results of 
treatment. 

The various forms of treatment which will be discussed are: 
(i) Local removal, (ii) radium therapy, (iii) X-ray therapy, 
(iv) lead therapy, (v) vaginal hysterectomy, and (vi) abdominal 
hysterectomy. : 

(i) Local removal. The recorded cases of this line of 
treatment afford sufficient evidence to show that it is entirely 
inadequate as a curative measure. In many cases it was 
performed because malignancy was unsuspected, but in nearly 
every case rapid recurrence was the rule, although Puech’s and 
Massabuau’s** patient had no recurrence for five years. As an 
example of the rapidity of recurrence, Brumwell’s’ case may 
be quoted in which three local removals of recurrent polypi 
were performed in the space of five months. Consequently, a 
recurrent polypus should be looked upon with grave suspicion, 
and subjected to careful histological examination, since delay 
in performing a more widespread removal means allowing time 
for metastases to occur. 

There are only two conditions under which local removal 
alone is justifiable. The first is in a case in which pelvic 
spread of the growth is so extensive as to make a widespread 
removal impossible, and local removal is performed in order 
to relieve the patient, as far as possible, of the symptoms of 
discharge. The second is in a case in which local removal is 
the prelude to hysterectomy by the abdominal route, and it may 
be performed either at the beginning of the operation of 
hysterectomy or a day or two beforehand. The chief indication 
for the latter procedure is the presence of an unusually large 
tumour, commonly cervical in origin, lying in the vagina. Local 
removal simplifies the subsequent operation and also helps to 
lessen the risk of peritoneal infection by implants of the growth. 

(ii) Radium therapy. Two cases only have been recorded 
of radium being employed in the treatment of this condition. 
One was the case reported by Colillas'® and others, in which 
a high cervical amputation was performed and 18 milligrammes 
of radium element were inserted into the stump for 120 hours, 
but the patient died with local recurrence three and a half 
months after operation. The other was Brumwell’s’ case, in 
which radium was applied to the site of a vaginal recurrence 
following its excision, and in this case there was no sign of 
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recurrence six months after radium treatment. Theoretically 
these growths should respond well to radium, being embryonal 
in nature, and, therefore, probably extremely radio-sensitive. 

Wolfe’** mentions the possibilities of radium therapy in pure 
sarcoma of the uterus, stating that of a series of 18 cases treated 
by radium alone, 11.1 per cent showed a five-year cure, and 55 
per cent were free from symptoms from one to three years after 
treatment. 

Whether radium therapy should be employed as a 
pre-operative measure or not is a doubtful point. My own 
opinion is that, once the condition is recognized, radical 
hysterectomy should be performed at the earliest possible 
moment, provided that the case is suitable for operation, and 
I shall give my arguments for the opinion when the value of 
hysterectomy in treatment is discussed. I believe that the time 
employed in carrying out radium therapy offers additional 
chances for metastastic emboli to be detached from the primary 
growth, which misfortune might have been prevented by an 
earlier radical removal. 

(iii) X-ray therapy. There is little mention of X-ray therapy 
being applied to these cases. Consequently, generalization on 
the results of X-ray therapy in other forms of uterine malignant 
disease is necessary. Deep X-ray therapy must be regarded 
either as a prophylactic measure against local recurrence or as a 
palliative measure. As the former, it should be employed 
post-operatively, as a routine in all cases. As the latter, it will 
be employed in inoperable cases, and, judging by the results in 
inoperable carcinoma, may give some relief from pain. 

(iv) Lead therapy. No cases of treatment by lead of uterine 
mixed tumour have been recorded. Being embryonic in nature, 
the tumours should respond well to the action of lead, but 
argument by analogy provides no information owing to the 
inconclusive results of lead therapy in other forms of malignant 
disease. 

(v) Vaginal hysterectomy. This, in my opinion, should not 
be the operation of choice, but from a general consideration of the 
patient it may be deemed preferable to the abdominal operation. 
The advantages claimed for it are that it is easier in patients 
with fat abdominal walls and with flatulent distension, and 
also that it is accompanied by less shock than the abdominal 
operation. With modern operative technique, and the advan- 
tages of blood-transfusion, shock cannot be regarded as an 
important contra-indication. On the other hand, vaginal hysterec- 
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tomy will be contra-indicated by a large-sized tumour and by 
narrowness of the vagina. 

Consequently, in the absence of any special indications, the 
abdominal route is to be preferred since it allows of more 
widespread dissection, and involves less risk of damaging the 
ureters, bladder and rectum. The arguments presently to be 
given will indicate the reasons for advocating the abdominal 
route. 

(vi) Abdominal hysterectomy. It has already been stated 
that the results of all forms of treatment in this disease are 
uniformly bad, and that no benefit can be derived from 
studying them. Our function, however, is to attempt to cure 
patients who come for advice and treatment, and if previous 
results of similar cases afford no help in selecting a line of 
treatment, then the treatment of choice must be dictated by 
analogy and pathological considerations. 

Firstly, while there is considerable difference of opinion on 
the subject of treatment of carcinoma of the cervix by radium 
or by operation, all authorities are agreed that, if operation is 
performed it must be radical in nature. I have stated my 
reasons above for considering radium therapy unsuitable in 
uterine mixed tumour; consequently, arguing by analogy, a 
radical type of operation seems even more necessitous in mixed 
tumour than in carcinoma of the cervix, since the former is a 
more malignant tumour. 

Secondly, pathological considerations must enter into the 
argument. Spread of these tumours can take place by three 
possible routes, (a) by local invasion, (b) by veins, and (c) by 
lymphatic vessels. 

(a) In the great majority of cases direct local invasion 
through the uterine muscle can definitely be ruled out, and 
consequently the only other avenues of spread are by the veins 
and by the lymphatics. 

(b) Invasion of vessels is a common event in rapidly growing 
sarcomata, and several cases have been recorded of growth 
along the lumina of vessels. While this latter mode of spread 
has not been observed in any case of uterine mixed tumour, 
invasion of vessels has frequently been noted. 

(c) Lymphatic metastases are stated to be rare in mixed 
tumour. Wilms states that rhabdomyosarcomata yield metastases 
in a high proportion of cases, and these may be extensive, but, 
referring specifically to the grape-like sarcomata of the vagina 
in infants, he says that lymphatic metastases are found in only a 
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small proportion of cases, and certain writers upon uterine mixed 
tumours agree upon this point. 

Distant metastases are not uncommon, usually occurring in 
the lungs; this is to be expected on account of the great 
vascularity of the tumours and the frequent invasion of their thin- 
walled vessels. Local recurrence of growth is common, even 
following extensive removal of the uterus and adnexa. 

Since direct local invasion has been shown to be extremely 
rare, it follows that local metastases must be conveyed either 
by the veins or by the lymphatic vessels. Local spread by the 
veins can be either embolic or due to direct growth along the 
lumen of the vein. The former is, on the whole, unlikely, since 
the bore of the vein is gradually becoming larger the farther it 
lies from the uterus, and offering little chance for lodgement. 
The latter is the more likely of the two, but has never been 
observed in uterine mixed tumour. Therefore, contrary to the 
views of other writers, I believe that lymphatic spread, either 
by embolism or by permeation, is the route by which local 
metastases occur; this mode of spread is not unknown among 
other types of sarcomata. 

Having thus considered the theoretical aspects, their practical 
application follows. There can be little doubt that operative 
procedures offer the patient the best chance of recovery. The 
chief argument against radium therapy is that, in these rapidly 
growing tumours, local necrosis of growth is likely to be slower than 
metastasis, either local or distant. The same argument applies to 
conservative surgery. Total hysterectomy or subtotal hysterec- 
tomy will remove the primary growth locally, but will not remove 
local metastases. Consequently, radical hysterectomy is the most 
satisfactory procedure, and radical hysterectomy should include 
removal of as much vagina as possible and also that of the 
regional lymphatic glands. The reason for the removal of the 
vagina is that recurrence has been recorded in that organ follow- 
ing lesser operations. The arguments for extirpation of the 
lymphatic glands have been given above. 

The objection may be advanced that, since the recorded 
cases of radical removal have shown no better results than 
those of local removal, subtotal or total hysterectomy, why 
should the patient be subjected to the greater operative risk of 
a much more extensive operation? The answer to that appears 
to be obvious. The patients mentioned have been operated upon 
too late, in most cases through no fault of the surgeon, when 
metastases, either local or distant, have already occurred outside 
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the scope of his operation. In the majority of cases, provided 
that the case appears clinically operable, it is also clinically 
impossible at that time to say whether metastases have occurred 
or not and, therefore, the patient must be given the benefit ot 
the doubt and be subjected to as complete a local removal 
as is possible. It is for this reason that abdominal hysterectomy 
is to be preferred to vaginal hysterectomy, and _ radical 
hysterectomy to be preferred either to subtotal hysterectomy or 
to total hysterectomy alone. 


PROGNOSIS. 


A consideration of the results of treatment in these cases 
makes mournful reading. Excluding those patients who 
obviously died as a result of operation, the average duration of 
life following operation is just under one year. Hartfall" 
reports one case free from recurrence after five years, and 
Petersen™ one free after two years. Sophian*’ and Lochrane* 
both report cases free from recurrence after one year, but that 
is obviously no criterion of a cure since there are several cases 
on record of death about two years after operation (Pernice,*’ 
Richter,*° Hartfall** and others). Lochrane’s patient may possibly 
have been cured, since she had a history of only two weeks 
of symptoms before operation. Even if we call the four cases 
above cures, of which only one, Hartfall’s, is really entitled 
to be so called, the mortality among the reported cases of this 
disease is more than 90 per cent. 

The prognosis in cases of mixed tumour is, therefore, very 
similar to that in chorion-epithelioma. Curtis’* states that 
death within one year of onset of chorion-epithelioma is the rule. 

Reading the histories of these cases, it appears that some 
of them have a latent period during which the tumour grows 
slowly, and then finally it grows very rapidly, apparently in 
many cases following operation. Curtis remarks upon this 
latent period occurring also in cases of chorion-epithelioma. 

The mortality from chorion-epithelioma is rather difficult to 
arrive at accurately, although figures given by Curtis suggest 
that it is about 66 per cent. If this is correct; although it seems 
too small a percentage, mixed tumours must rival chorion- 
epitheliomata in malignancy. 

It is impossible to base a prognosis on the histological 
findings in any case of mixed tumour. The relative proportions 
of the various elements have no bearing upon it, nor, strangely 
enough, has the amount of invasion of the uterus by the base 
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of the tumour, since several cases have been reported in which 
no active invasion was seen, yet recurrence took place within 
a few months. 


TERMINATION. 


Apart from those patients who died as a result of operation 
(Rein,”® Wolfe'’*) the majority died in a state of malignant 
cachexia, or sO we must assume, usually associated with 
extensive pelvic recurrences. A few are stated to have died 
from pulmonary metastases (Glynn and Blair-Bell,** Colomiatti,"’ 
Nicholson,” Hartfall,** Delangeniére and Beauchef'*), and it is 
probable that others not mentioned died in this manner. 
Weber’s*® patient died from peritonitis following spontaneous 
perforation of the uterus, and Kunert’s*® from thrombosis of an 
iliac vein six weeks after operation. Kehrer’s*® patient died of 
intestinal obstruction, as did one of Glynn’s and Blair-Bell’s,*° 
due to sarcomatous adhesions. In Collilas’s'® case, although 
the patient had pulmonary metastases, the end was probably 
hastened by renal failure, for the pelvic metastases had caused 
ureteric obstruction leading to hydronephrosis. This had 
probably been a factor in other cases, although not specifically 
mentioned. 

Anderson-Erdmannson’s* patient died from haemorrhage 
from a vaginal recurrence, and seems to have been the only one 
to die from haemorrhage. Robertson’s* patient did not die 
directly as a result of the disease, but of a renal calculus 
associated with pyelo-nephritis, no treatment whatever having 
been undertaken for the uterine condition which was discovered 
at autopsy. 


CasE REport. 


History. The patient was an unmarried nullipara, aged 48 years, whose 
occupation was housework. She was admitted to Middlesex Hospital on 
November roth, 1933, complaining of a continuous vaginal discharge, 
occurring during the previous three or four months. The discharge was 
usually watery, but on occasions had been blood-stained. She stated that 
bleeding tended to occur more noticeably following examination or douching. 

Her menstrual history was normal, the menstrual periods lasting for five 
days, and occurring at intervals of 28 days. She had had no severe illnesses, 
and felt perfectly well. She had not lost weight, had no urinary symptoms, 
nor, indeed, any other symptoms apart from the vaginal discharge. 

Family history. Her father is alive, aged 70 years, but is suffering from 
carcinoma of the rectum. Her mother, also aged 70 years, is alive and well. 
One sister died of cardiac disease, but she has seven other brothers and sisters 
alive and well: 
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Examination. The patient appeared to be healthy. The abdomen 
revealed nothing abnormal either on inspection or on palpation. 

On vaginal examination a soft velvety growth, difficult to define, was 
felt filling the vaginal vault. The cervix could not be distinguished 
separately from the growth. The growth did not feel hard and nodular like 
a carcinoma, but it bled readily on examination. The uterus appeared to be 
slightly enlarged. 

Inspection of the growth through a speculum revealed its true nature, for 
it was seen to have the typical botryoid appearance already mentioned. 

The uterus was mobile and no pelvic extension of growth was felt. 

Examination ot the cardiovascular and respiratory systems revealed no 
abnormalities. 

Treatment. Radical hysterectomy was performed by Mr. Victor Bonney 
on November 13th, 1933, and presented no special difficulties. Before 
proceeding to the operation the patient was placed in the lithotomy position 
and a portion of the tumour removed for the purposes of a frozen section, 
which fully confirmed the diagnosis. The operation included removal of the 
uterus, the greater part of the vagina, the parametrial tissues, both Fallopian 
tubes and both ovaries, but did not include that of the regional lymphatic 
glands. There was infiltration to the posterior vaginal wall and also an 
area of growth in the right broad ligament, which was removed. 

Convalescence was uneventful save for the fact that the patient’s bladder 
had to be catheterized for a considerable length of time. She regained a 
certain degree of power to empty her bladder, and was discharged on 
December 29th, 1933. 

Subsequent history. She was examined again five months after operation 
and her condition was very satisfactory, there being no signs of recurrence 
of the growth. Her bladder still had to be catheterized about every three days 
in order to draw off the accumulation of residual urine, since she had not yet 
regained complete power over her bladder. Eighteen months later there was 
no sign of recurrence. 

Pathological examination. (a) Macroscopic appearance. The specimen 
consisted of a uterus with both Fallopian tubes, both ovaries, and the greater 
portion of the vagina. 

The cavity of the uterus was 7 cms. in length, and there was a mucous 
polypus arising from the fundus. 

-The main mass of the tumour was about the size of a Tangerine orange and 
arose by a long stalk, about 0.5 cm. in diameter, from the anterior lip of 
the cervix. There was a slight axial rotation of the stalk of the tumour. 
The tumour itself, which was seen to be distending the vaginal vault, was 
composed of several lobules, varying in size from that of a currant to that 
of a plum. Its colour was mainly yellow, with a translucency not unlike 
that of fat. On the surface it showed numerous small refractive points, 
and also areas of necrosis and haemorrhage. On section there was a 
translucent striated appearance, and areas of haemorrhage could be seen 
in the centre of some of the lobules. There was nothing to suggest the 
presence of cartilage to the naked eye. 

In the substance of the body of the uterus, on the:right side, there was 
a circumscribed round nodule of growth, which resembled the main tumour 
on section. It was about 2.5 cms. in diameter, and did not appear to be 
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invasive but rather to be a metastatic deposit. There was no apparent 
connexion visible between the primary growth and this nodule. In fact, 
apart from the narrow pedicle, the large primary growth appeared to be 
quite distinct from the uterus. There was a further portion of growth 
extending outwards into the right broad ligament. 

Two small fibroids, each about 0.5 cm. in diameter, were present near 
the right cornu of the uterus. 

The left ovary contained two atretic follicles, the right being normal. 

The Fallopian tubes were normal except for a small fimbrial cyst at the 
ostium of the right tube. 

(b) Microscopic appearance. The sections examined showed that every- 
where the tumour was covered by stratified epithelium. In places this was 
very thin, but in other parts it was well developed, consisting of several 
layers of cells. There was no evidence of malignant change in the 
epithelium. 

A cursory glance at the stroma of the tumour showed that it was 
composed largely of myxomatous tissue, which was very vascular and 
contained islets of hyaline cartilage. 

The myxomatous tissue was formed by cells having a triangular or 
star-shaped protoplasm and round nuclei. From the points of the cell- 
protoplasm fibrillary processes extended to mingle with similar processes 
from adjacent cells, the whole forming a loose network. 

The vascularity of the tumour was a marked feature. The vessels were, 
for the most part, young and lined only by a single layer of endothelium, 
although there were several arterioles showing a well-marked connective 
tissue covering. 

Several islets ot cartilage were plainly visible. They were composed of 
cells with round or irregular nuclei, scattered in a haphazard fashion 
throughout a hyaline matrix. There did not appear to be a proper capsule 
to the cells. Comparison with other types of cartilage revealed that this 
cartilage resembled that of foetal bronchi more than any other, thus 
confirming Perlstein’s** observation. The islets were surrounded by a well- 
defined perichondrium composed of spindle-cells. In one area there appeared 
to be a transition between these spindle-cells and the cartilage cells. 

In some places there were areas of spindle-cells alone, with elongated 
nuclei, resembling the type of cell seen in a pure spindle-cell sarcoma, while 
elsewhere areas of densely packed small round cells like lymphocytes were 
seen. 

Giant cells could be seen on careful examination. These have a clear 
eosinophile cytoplasm and contain two or three deeply staining round nuclei, 
arranged centrally. 

Phagocytes containing pigment granules were observed. This pigment 
was probably derived from the areas of haemorrhage which were seen in a 
few places, 

There were several large cells, with eosinophile cytoplasm and eccentric 
basophile nuclei, granular and lightly stained. These may possibly represeat 
the cells described by Shapiro’* and by Glynn and Blair-Bell,°° which the 
former suggest are embryonic myoblasts and the latter that their discovery 
leads to a suspicion of the presence of striated muscle. No striated muscle 
was seen in the sections in spite of careful search. 
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One area was observed consisting of a loose network of tissue (distinct 
from the myxomatous tissue already described) containing round and spindle- 
cells entangled in its meshes, 

Several glands were seen, identical with those of the normal cervix uteri, 
regular in structure and lined with columnar epithelium with round basal 
nuclei; they contained mucin in their lumina. Their appearance suggested 
that they were inclusions of normal cervical glands. 

Microscopic examination of the secondary nodule in the uterine wall 
showed it to have a similar appearance to that of the primary tumour, 
except that cartilage and glands were absent. 


COMMENTARY. 


This case does not present any new or unusual features not 
hitherto observed in mesodermal mixed tumours. The patient’s 
age comes within the limits noted for the cervical type of 
tumour. The clinical findings are in agreement with other 
published cases, and support the common finding that those 
tumours which arise from the cervix more usually assume a 
botryoid form than do those arising from the body of the uterus. 
In this connexion there was one point of interest. A secondary 
portion of growth, on approaching the surface of the right broad 
ligament, assumed a botryoid form. This was not demonstrable 
in the pathological specimen, but was noticed at the time of 
operation. This lends support to the view that a pre-formed 
cavity facilitates the assumption of the botryoid form. 

The association of fibroids with mesodermal mixed tumour 
of the uterus has only been described in four cases previously 
(von Franqué,”* Nicholson,*’ Shapiro,** and Wolfe’®’), and all 
these have been cases of corporeal tumours; this case, being 
one of cervical tumour, is unique in this respect. 

The association with a mucous polypus is of some interest, 
for, in conjunction with the complete covering by epithelium 
of a rapidly growing tumour, observed in this case as in many 
others, it lends support to my hypothesis of hyperplasia of 
uterine epithelium being an associated factor. 

The position and structure of those portions of tumour which 
I have called secondary deposits do not afford much help in 
elucidating either the pathology or the histogenesis of uterine 
mixed tumours. From their position they might have arisen 
from deposits of cell-rests along the line of growth of the right 
Miillerian duct, and thus represent additional primary tumours. 
They are considerably smaller than the main tumour, and this 
might be held as an argument in favour of their being secondary 
deposits, since if all three were primary tumours they might 
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all be expected to have reached a similar stage of development. 
Against this view it is known that uterine mixed tumours 
developing in a preformed cavity attain a greater degree of 
development than those growing in the substance of a tissue. 1 
believe them to be secondary deposits for the following 
reasons. Practically every tumour described has arisen in the 
sub-epithelial tissues of the uterus, and none have been 
recorded in the broad ligament. Neither of the two smaller 
tumours contained cartilage, which is probably formed at a late 
stage in the development of the tumour. If, therefore, the 
three tumours had been primary tumours, they would probably 
all have attained a fairly equal stage in development, the 
difference in size being due to their different sites, and the 
finding of cartilage in all three would have been a reasonable 
expectation. Cartilage is rare in metastases. 

The reason for the above discussion as to whether the two 
smaller tumours are primary or secondary growths is to 
determine whether or not their position lends support to the 
hypothesis of deposition of cell-rests along the line of the Miillerian 
duct; if they are secondary deposits their ‘position affords no 
evidence in favour of that hypothesis. It is tempting to assume 
that they are primary growths in order to favour the hypothesis, 
but the facts make it more likely that they are metastases. 

Assuming them to be metastases, their mode of spread is 
not by any means clear. One thing at least is certain, they are 
not due to direct invasion. Whether they had spread by veins 
or by lymphatic vessels, either by growth along the lumen or 
by embolism, could only be determined by a great number of 
serial sections, and-even then without any promise of a positive 
finding. From their position I believe'a lymphatic spread to 
be more likely. 

The microscopical appearance of the tumour does not throw 
much light either upon its histogenesis as a whole nor upon the 
histogenesis of the separate elements. The only point of interest 
is that one small area appears to show a metaplasia from 
spindle-cells to cartilage. Seydel** and Perlstein** each claim to 
have seen metaplasia from small round cells to cartilage, but 
this did not appear in this tumour. Groups of small round 
cells were seen, but they were isolated. 

This case, then, adds one more to the literature of 
mesodermal mixed tumours of the uterus, but, apart from 
hypothetical considerations, incapable of proof, does little ‘to 
elucidate the mystery of their origin and pathology. 
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In conclusion, I should like to express my thanks to Mr. 
Victor Bonney for permission to publish this case; to Professor 
McIntosh and the Bland-Sutton Institute of Pathology for 
permission to use the pathological material and for the 
preparation of microphotographs; to Dr. A. M. Nussbrecher 
for translating certain of the German literature; and especially 
to Mr. Frederick Roques for his very valuable help and 
stimulating criticism in reading the proofs. 


SUMMARY. 

1. The object of this thesis is to give a complete description 
of a rare form of uterine tumour. 

2. Reasons are given for selecting the name mesodermal 
mixed tumour in preference to many other names given in the 
literature. 

3. The history of the literature is briefly reviewed. 

4. The aetiology of these tumours is discussed. It is pointed 
out that corporeal tumours are more common than those of the 
cervix, in contrast to the statements of other writers. The 
similarity of the age-incidences in carcinoma and mixed tumour 
occurring in the body and in the cervix of the uterus is noted. 

5. The pathology is described and the presence of many 
tissues heterotopic to the normal uterus is noted. 

6. The histogenesis is discussed and the hypothesis advanced 
that they arise from cell-rests probably activated by hormonal 
disturbances. 

7. The symptomatology and diagnosis are described and 
discussed. 

8. The various forms of treatment are discussed, preference 
being given to radical surgery with post-operative X-ray therapy. 

g. The prognosis and termination are described, the 
mortality being over 90 per cent and death occurring in most 
cases within two years. 

to. A report of a case is given. 
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The Diagnostic and Therapeutic Value of Utero-tubal 
Insufflation. 


A STUDY BASED UPON 300 CONSECUTIVE INSUFFLATIONS. 


BY 


Gorpon Kino, F.R.C.S. (Eng.), F.C.0.G. 


Associate Professor of Obstetrics and Gynaecology, Cheeloo 
University School of Medicine, Shantung, China. 


OnE of the most valuable additions to the diagnostic armamen- 
tarium of the gynaecologist in recent years was made in 1920 
when Rubin' published his first observations on the non- 
operative determination of the patency of the Fallopian tubes 
by means of intra-uterine inflation with oxygen and the produc- 
tion of an artificial pneumo-peritoneum. Since that date the 
principle suggested by Rubin has become very widely adopted 
in the investigation of female sterility and diseased conditions of 
the Fallopian tubes, and, from having at first a purely diagnostic 
significance, it has come later to be recognized as possessing a 
certain therapeutic and prognostic value. Considerable varia- 
tions and modifications have taken place in the technique of 
the procedure since it was first used in the form that Rubin 
originally proposed. Oxygen is now rarely employed for pur- 
poses of insufflation, as it was found that air was equally well 
tolerated, and that carbon dioxide was more rapidly absorbed by 
the peritoneum than either. The apparatus by means of which 
the gas is administered has also undergone many changes, both 
of simplification and elaboration, since Rubin published his 
original paper. 

.In general, the many types of apparatus for testing tubal 
patency in use at the present time may be classified under one 
or the other of the following three headlines: 

(a) Apparatus consisting of a rubber bulb or glass syringe, 
a manometer and a uterine cannula, with the necessary con- 
nexions. In this type of apparatus, of which the instruments of 
Furniss,* Jacoby*® and Bonney‘ might be cited as examples, 
atmospheric air is used, the pressure being developed by the 
bulb or syringe and indicated on the manometer. Any still 
further simplified forms of apparatus, consisting of nothing 
more than a bulb or syringe attached to a cannula, should be 
condemned as both dangerous and unscientific, since an accurate 
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control is not provided against the pressure under which gas is 
injected. Such an instrument has no place in the modern deter- 
mination of tubal patency from below. At operation, however, 
when it is desired to investigate the patency of the tube under 
direct inspection from above, an instrument such as Bonney’s 
bulb inflator is of very considerable value.’ Another instrument 
which comes within the scope of this first category is the familiar 
form of Douay’s apparatus,” where the addition of an air 
reservoir enables the pressure to be increased more evenly and 
slowly. 

(b) Apparatus similar to the above, but in which the source 
of gas supply is a cylinder of carbon dioxide or oxygen. Carbon 
dioxide has now almost entirely replaced oxygen in these forms 
of apparatus, owing to its higher rate of absorption and the 
milder after-effects experienced by the patient in consequence. 
Of the many excellent instruments which conform to this prin- 
ciple, that of Currier® is one of the best known. In Reynolds’s 
apparatus,’ an ingenious safety valve is incorporated to prevent 
an unduly high pressure being reached. In some, as in Provis’s 
modification of Currier’s apparatus, a volumeter is added, which 
has the value of indicating not only the pressure, but also the 
volume, of the gas injected. The great advantage of all these 
types of apparatus is that the injection of the gas is very much 
more finely controlled than is possible with handworked bulbs 
or syringes. The rapidity of the pressure rise, and, in the case 
of instruments provided with a volumeter, the rate of flow of 
the gas may be gauged to a nicety, with the result that the 
condition of the tubes may be determined with greater accuracy. 
Undue rapidity or irregularity in the rise of pressure, such as is 
scarcely avoidable with hand-controlled instruments, easily 
stimulates irregular and spasmodic contraction of the delicate 
musculature of the tubes, possibly giving rise to an unwarranted 
diagnosis of non-patency in certain cases. The steady and even 
pressure obtainable from a gas cylinder undoubtedly makes for 
greater ease and accuracy in carrying out the test. 

(c) Apparatus involving the use of a mercurial manometer 
and kymograph. In this, the most elaborate form of apparatus, 
of which that devised by Rubin® is the type, the important 
addition is a revolving drum, on which an exact and permanent 
record of the test is obtainable. The essential features of such 
an apparatus are a controlled supply of carbon dioxide, 
a volumeter for measuring the rate of flow of the gas, a 3-way 
valve for regulating the destination of the gas, a mercurial 
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manometer with recording needle and kymograph for indicating 
pressure changes, and a cannula for insertion into the uterine 
cavity. The apparatus which Rubin originally devised had the 
disadvantage of being cumbersome, but that has more recently 
been replaced by a more compact model of portable type.° The 
apparatus, however, still involves the use of a large cylinder of 
carbon dioxide with a pressure gauge and pressure-reducing 
valve, in addition to a needle valve for the fine adjustment of 
the gas flow. In seeking to assemble an apparatus of equal 
efficiency, but of somewhat simpler parts, the writer devised the 
instrument shown in Fig. 1. It will be noticed that the source 
of supply of the carbon dioxide (A) is the familiar Sparklet con- 
tainer of “‘J’’ size, the efficient needle valve of which (B) pro- 
vides an admirable and finely adjustable control over the rate 
of flow of the gas. The tubing from the carbon dioxide container 
is connected with a volumeter (D) contained in a bottle (C), half 
filled with two per cent carbolic acid solution. The efferent 
tube from this bottle leads to a 3-way valve (E), which can be 
adjusted to any one of three positions (see Fig. 2). In the first 
position the gas is allowed to escape into the atmospheric air; 
in the second position the flow of carbon dioxide is directed 
on towards the patient and the manometer; and in the third, 
or open, position the pressure everywhere in the apparatus is 
allowed to fall to the atmospheric level. From the 3-way valve a 
short piece of tubing leads to a T-piece (F), which is connected in 
turn with the uterine cannula (K) and with the mercury-filled 
U-tube (G). By means of a float and needle (H) pressure changes 
are recorded on the kymographic drum (J), which, with a 
wooden stand and carrying case, completes this portable form 
of apparatus. The stand contains one drawer for holding spare 
cylinders of carbon dioxide and another (opening behind) for 
storing a roll of kymographic paper. The outside dimensions of 
the carrying cases are 23 x I3 x’ 9 inches.* 

In assessing the relative value of these several types of 
apparatus, a number of questions must be taken into considera- 
tion. Is the aim of the utero-tubal insufflation test simply to 
determine the presence or absence of tubal: patency, or is it 
designed to supply other additional information with regard 
to the state of the tubes which may be of clinical importance ? 
If the former, then any type of apparatus which indicates 


* The apparatus here described may be obtained from Messrs. Allen and 
Hambury’s Ltd. 
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Fig. 1. 


Apparatus for the determination of tubal patency. 
(Description on page 867.) 


. Sparklet CO, container. 

. Needle valve. 

. Bottle partially filled with sterile solution. 
). Volumeter. 
. 3-way valve controlling all gas which passes from the volumeter. 
. Glass T-piece connecting with the manometer and with tubing leading 

to the patient. 

. Mercury manometer. 

1. Recording needle. 
J. Kymograph. 

. Utero-tubal insufflation cannula. 
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whether or not gas will pass through a cannula tightly inserted 
into the uterine cavity, without leakage from the cervix, will 
suffice. If the latter, then it is quite possible that a somewhat 
more elaborate type of instrument might well repay the slight 
extra trouble involved in its use by the additional information 


TO AIR TO AIR 


a 


FROM FROM FROM 
VOLUMETER VOLUMETER VOLUMET ER 


Ist position. 2nd_ position. 3rd_ position. 


Fic. 2. 


Positions of three-way valve. 


rendered. Rubin definitely claims that the test, as he now per- 
forms it, does yield such additional information, and that he 
is able to distinguish, not only between patent and non-patent 
tubes, but between tubes which are normally patent and tubes 
which are patent, yet the seat of spasm, stenosis or surrounding 
adhesions. If this is so, the only further question to be asked 
is whether the provision of this and other information is of a 
value commensurate with the somewhat increased complexity 
of the technique required. In the opinion of the writer there 
can be no doubt as to the answer to this question. After working 
for nearly eight years with several of the simpler forms of 
apparatus he has now definitely discarded them in favour of the 
kymographic apparatus described above. It is hoped to make 
the reasons for preference of this type of apparatus more 
apparent during the course of this paper, but they may be 
briefly summarized as follows : 

1. The kymographic method of performing utero-tubal in- 
sufflation is more accurate, the element of human error in the 
test is minimized, and doubtful results are practically eliminated. 

2. A permanent record of the test is provided which can be 
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kept with the patient’s history and accurately compared with 
any previous or future results. 

3. The main question as to whether or not the tubes are 
patent is immediately answered by the type of graph obtained. 

4. In the event of the tubes being patent the type of graph 
will indicate whether the patency is normal or whether it is com- 
plicated by the presence of tubal spasm, stenosis or adhesions. 

5. The method gives a precise and graphic indication of 
exactly what is happening at any given moment during the test, 
which is, therefore, under more perfect control. 

6. For teaching purposes there is no method which can 
compare with the kymographic one in demonstrating to the 
student the actual state of the Fallopian tubes. 

The present paper is based upon a series of 300 consecutive 
tubal insufflations carried out during the course of the last three 
and a half years. Of these 300 insufflations, approximately one 
half, or 155, were carried out by a method involving the use of a 
rubber bulb, spring manometer and uterine cannula, together 
with a volumetric device for recording the actual volume of air 
injected. The remaining 145 tests were performed by means of 
the kymographic apparatus described above. . 

Technique of kymographic method of performing utero-tubal 
insufflation. In the great majority of cases anaesthesia is not 
only unnecessary but undesirable. Tubal insufflation makes 
fewer demands on the endurance of the average patient than 
cystoscopy, and, as in cystoscopy or pyelography, certain symp- 
toms are apt to develop during the course of the examination 
which it is important, for diagnostic reasons, that the patient should 
appreciate and report. Accordingly, anaesthesia has only been 
used in those rare cases in which it has been found impossible to 
insert the cannula through the internal os, and those cases in 
which it had been decided to combine the insufflation with some 
other procedure of an operative nature. More than 95 per cent 
of the patients in this series underwent the test in the Out-Patient 
Department, and they were all able, without a single exception, 
to return to their homes after a brief interval. While the test is 
being carried out the patient is placed in the lithotomy position, and 
the apparatus is conveniently situated on a table at the right of the 
examiner, and near to the patient’s left foot. The kymographic 
drum has been covered with paper and smoked, and its surface 
adjusted to the recording needle. The length of tubing leading 
from the T-piece (F) to the glass piece connecting with the 
cannula (K) has already been sterilized and attached to the 
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instrument. The uterine cannula, together with a bivalve 
speculum, light vulsellum forceps and uterine sound, are 
sterilized and placed in a tray on the table. The assistant in 
charge of the pressure adjustments now sets the 3-way valve 
in the first position (see Fig. 2), and proceeds gently to open 
the needle valve (B), so that gas slowly begins to fill the 
volumeter (D). The flow of gas is regulated so that a volumeter 
of, say, 15 c.c. capacity will empty four or five times a minute— 
in other words the rate of flow of the carbon dioxide at atmo- 
spheric pressure is between 60 and 75 c.c. per minute. During 
this procedure, the valve being set in the first position, all the 
gas escapes into the atmosphere. When the flow has been pro- 
perly adjusted the assistant turns the valve into the second 
position, thus allowing the carbon dioxide to enter the remainder 
of the system and displace completely all air from it, including 
the freshly sterilized tubing which will be attached to the cannula, 
the end of which is conveniently held by a spring clip attached 
to the upper near side of the stand holding the apparatus. This 
having been done the assistant now turns the 3-way valve into 
the third, or open, position and waits until the examiner is 
ready to proceed with the test. The examiner meanwhile exposes 
the patient’s cervix by means of the bivalve speculum. The 
cervix and vagina are thoroughly painted with mercurochrome, 
or some other suitable antiseptic, particular attention being paid 
to the external os and cervical canal. It is assumed that a 
careful bimanual examination of the pelvic organs has already 
been made, and that the size and position of the uterus are known, 
together with the condition of the appendages. It is also impor- 
tant that the patient should have reached a favourable stage of 
the menstrual cycle, generally between the 8th and r4th days, 
and that none of the contra-indications to the test to be men- 
tioned later should be present. A light, curved vulsellum forceps 
is now gently applied to the anterior lip of the cervix and a 
sound gently introduced into the uterus to ascertain the direction 
of the cavity and the ease with which the internal os is passed. 
The uterine cannula is then introduced and the rubber nozzle 
firmly pressed against the external os to form a gas-tight joint. 
The connexion being made between the end of the cannula and 
the tube from the apparatus, the assistant then starts the kymo- 
graph rotating and turns the 3-way valve into the second position, 
synchronizing this movement with the commencement of one 
of the strokes of the volumeter. The slowly mounting intra- 
uterine pressure is recorded on the drum, which should be set 
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to rotate at the slow speed of between one and one and a half 
inches per minute. A second assistant has meanwhile taken up 
his stand on the right side of the patient, facing towards the 
examiner, and in full view of the recording drum, and carefully 
auscultates with the double stethoscope (Fig. 3) on either side 


Fic. 3. 
The Double Stethoscope. 


of the lower abdomen. The chief function of the examiner 
during the performance of the test is to maintain a gas-tight 
joint between the external os and the rubber nozzle of the 
cannula. This is usually best done by making steady upward 
pressure, with little or no counter-traction on the vulsellum. In 
cases in which cervical leakage occurs, traction on the vulsellum, 
or even a slight alteration in the direction of the pressure, will 
usually rectify matters. Cervical leakage of gas is most readily 
appreciated by the ear, although another method is to tilt the 
head of the table slightly down and to introduce some sterile 
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solution into the vagina, when gas bubbles escaping from the 
cervix may be readily seen. During the test a close watch is 
kept upon the volume of gas injected and the behaviour of the 
manometer as indicated on the drum. Any auscultatory signs, 
the presence or absence of cervical leakage of gas and any sub- 
jective symptoms experienced by the patient are also carefully 
noted. The amount of gas injected should not be allowed to 
exceed 200 c.c. unless for some special reason, as the establish- 
ment of a diagnosis of normal patency can be accomplished with 
amounts as small as 30 to 50 c.c. The pressure is rarely allowed 
to rise above 200 mm. Hg., and 220 mm. Hg. is regarded as the 
absolute maximum, to be only exceptionally employed. If the 
pressure reaches 200 mm. Hg., the assistant, unless otherwise 
instructed, will automatically turn the 3-way valve back into 
the first position, thus completely cutting off the further supply 
of gas. If the pressure remains stationary at this level after the 
supply of gas has been turned off, a complete blockage is in- 
dicated. If it falls slowly, there is either a leak in the apparatus, 
which should have been excluded beforehand, or gas is slowly 
passing into the peritoneal cavity. In either case, after a pause 
of some moments, the pressure is allowed to return to the 
atmospheric level by s/owly turning the valve through the fourth 
possible position into the third, or open, position (a sudden turn 
of the valve into this position results in wild fluctuations of the 
mercury column, and should be avoided). The pressure against 
the cervix, which has been maintained until this juncture, is now 
relaxed and the cannula is gently withdrawn, without the un- 
pleasant regurgitation of gas which would accompany its earlier 
removal. The vulsellum is removed, the cervix again painted 
with mercurochrome, and the speculum withdrawn. The patient 
is then asked slowly to rise from the table and to report any 
further symptoms which she may experience. It will be noticed 
that, once the rate of flow of the gas has been adjusted, all 
further regulation of pressure changes is completely under the 
control of the 3-way valve, and, given an intelligent assistant 
who understands the positions of the valve, it is impossible for 
any unexpected or sudden rises of pressure to take place to the 
detriment of the patient. 

After the test the smoked paper is removed from the drum 
and fixed in a solution of shellac in alcohol. When dry the 
graph may be incorporated in the patient’s record, or a tracing 
of it may be made over an illuminated glass, on to a form pre- 
pared for the purpose, the use of which immediately shows up 
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the pressure and time relation of the graph. An example of 
such a form is shown in Fig. 4. 

Symptoms experienced by the patient during and immediately 
after the test. In the 300 insufflations on which this paper is 
based serious or dangerous reactions were not encountered. Two 
patients experienced nausea and vomiting after the test, and one 
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Specimen of form used for recording result of utero-tubal insufflation. 


other complained of nausea only. Another patient, of neurotic 
type, fainted for a brief period, but rapidly recovered. In 
another patient the test precipitated an hysterical attack. But 
in the remainder of the series symptoms were confined to varying 
degrees of discomfort or pain in the abdomen or shoulder. The 
slight degrees of discomfort so often experienced are frequently 
not sufficient to elicit a complaint from the patient, but she should 
be asked to report anything she feels, as the symptoms, though 
slight, often possess considerable diagnostic significance. 
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(a) Abdominal discomfort. A mild degree of discomfort in 
the hypogastric or iliac regions is not infrequently noticed in the 
early stages of the test, sometimes giving place to a sensation 
perceptible in the umbilical or epigastric regions later in the test. 
These symptoms are often fleeting and may only be commented 
on by sensitive patients. Frequently a patient will state that 
the feeling she experiences is similar to that which she has at the 
commencement of a menstrual period. The hypogastric and iliac 
discomfort are to be associated with the initial distension of the 
uterine cavity, and later of the tubes. If the gas passes through 
into the peritoneal cavity, as shown by the fall in pressure and 
positive auscultatory signs, the patient’s lower abdominal sensa- 
tions will usually cease, to be succeeded by mild umbilical or 
epigastric discomfort if a sufficient amount of gas is injected. 

(b) Abdominal pain. Pain, as distinct from discomfort, is an 
indication that some pelvic abnormality is present. It cannot 
be emphasized too strongly that, in normal tubal patency, while 
a certain mild degree of discomfort may be present, pain does 
not occur during the performance of the test. Actual pain usually 
does not appear until a pressure in excess of 100 mm. Hg. has 
been reached, and may be experienced either centrally in the 
hypogastric region or laterally in one or other iliac region. 
Central pain in the lower abdomen, increasing during the rise 
of intra-uterine pressure, reaching its maximum at the height of 
the pressure curve, and completely disappearing with the release 
of the gas and the removal of the cannula, is typical of the 
blockage of both tubes at the cornual ends. The symptom 
is produced by simple distension of the uterine cavity. Lateral 
pain may be of two varieties, the pain due to complete blockage 
at the fimbriated extremity of the tube, and the pain due to 
incomplete tubal obstruction. The pain due to complete blockage 
of the tube at the fimbriated end may be unilateral or bilateral, 
and is usually of greater severity than the central pain of uterine 
origin. It may, indeed, be of such severity as to contra-indicate 
the completion of the test by any further increase of pressure. 
Sometimes the pain will not disappear after the release of pres- 
sure, and in these cases it is always important to make a bimanual 
examination. Occasionally, as in a few cases in this series, a 
tender swelling in one or both fornices, not present before the 
test, will give positive evidence of a hydro-salpinx into which 
gas has been forced. Pain due to partial obstruction of the lumen 
of the tube may also be unilateral or bilateral. It is differentiated 
from the pain of complete obstruction in that the passage of gas, 
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usually at a high pressure, is demonstrated. The pain is to be 
associated with distension of partially stenosed tubes, and some- 
times with the stretching, or actual breaking down, of pelvic 
adhesions. 

(c) Shoulder pain and discomfort. This symptom, which has 
been termed omalgia by Meaker,’® is practically diagnostic of 
tubal patency. In almost every case of definite tubal patency 
the patient, on rising from the table, or shortly afterwards, will 
experience this symptom. It is a referred pain due to the gas 
rising and assuming a position immediately beneath the dia- 
phragm. In cases of tubal patency the symptom was noticed 
only on the right side in about 4o per cent of cases, only on the 
left in about 30 per cent, and on both sides together in 
about 30 per cent. When carbon dioxide is used the pain is 
usually of a transitory nature, unless excessive amounts of the 
gas are injected. In the pneumo-peritoneum depicted in Plate 
II, for example, the patient, a sensitive American woman, ex- 
perienced very mild right-sided shoulder discomfort for one hour 
only. At an insufflation performed on the same patient two 
years previously with air, severe bilateral shoulder pain was ex- 
perienced for over 24 hours. Occasionally, in undoubted cases 
of patency, omalgia fails to develop. This may be because only 
a small amount of gas was injected and has become entrapped 
by the omentum or mesentery. But it also happens sometimes in 
patients in whom a definite subdiaphragmatic pneumo-peritoneum 
can be demonstrated by the fluoroscope. Such cases only serve 
to confirm the fact that carbon dioxide is relatively non-irritating 
to the peritoneum, and is, therefore, to be preferred to air or 
oxygen. 

Signs which have a confirmatory value when used in con- 
junction with insufflation. (a) Auscultation. Auscultation 
affords valuable confirmatory evidence of patency of the tubes. 
In cases of normal patency gas can be heard bubbling through 
the tubes intermittently, at intervals corresponding with the falls 
in pressure shown on the kymograph. In stenosed tubes the 
sound may be of a higher pitch and practically continuous in 
character. With the ordinary type of stethoscope, however, it 
is not possible to differentiate with certainty between patency of 
one tube and patency of both tubes, which is sometimes a matter 
of importance in abnormal conditions. The writer’ recently 
suggested the use of a double stethoscope to overcome this diffi- 
culty. The type of instrument used is shown in Fig. 3. The idea 
of the double, or differential, stethoscope originated a great many 
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PiaTeE I. 


Bilateral subdiaphragmatic pneumo-peritoneum produced by the injection of about 200 c.c. of 
carbon dioxide in a typical case of tubal stenosis. Bilateral shoulder pain resulted. 
(For graph see Fig. 21.) 





Pirate II. 


Small right-sided subdiaphragmatic pneumo-peritoneum. This appearance 
was produced by the injection of 50 ¢.c. of gas, and resulted in mild right 
shoulder discomfort lasting for one hour only. 





PriateE III. 


Well-marked left subdiaphragmatic pneumo-peritoneum in case showing 
evidence of peritubal adhesions. Gas passed at a pressure of 185 mm. Hg., 
with the production of left shoulder pain. 
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years ago with Scott Alison, a physician to the Brompton Hos- 
pital for Consumption and Diseases of the Chest, as was pointed 
out in a recent editorial in the British Medical Journal.’* The 
original use of the instrument was to enable sounds from different 
parts of the chest to be compared. It would be difficult, however, 
to imagine a more simple or fitting problem for this type of 
instrument to be called upon to solve than the plain differentiation 
of the side of tubal patency. In using the instrument the two 
bells should be placed fairly well out from the middle line, 
towards the iliac regions, and, if the observer stands facing 
towards the patient’s feet, his left ear will pick up sounds from 
the left tube, and his right ear from the right tube. It is usually 
possible to give a clear interpretation of the kymographic tracing 
in terms of the patency of one or other, or both, tubes. Unilateral 
and bilateral patency can, therefore, be distinguished with ease, 
and present experience seems to indicate that, if the double 
stethoscope has fallen out of favour with the physician, a new, 
but definite, sphere awaits it in the realm of gynaecology. 

(b) Fluoroscopy. Fluoroscopy was carried out in 53 
instances. Many of these were normal cases, in which the use of 
fluoroscopy was not essential to the establishment of a diagnosis, 
but others were abnormal cases in which there was some doubt 
as to whether patency was present. A typical example of the 
latter type of case was one in which cervical leakage of gas took 
place to such an extent at a pressure above 150 mm. Hg. that 
it was difficult to say whether any gas passed through the tubes 
or not. Another case was one in which the curve indicated a high 
degree of stenosis, but not absolute blockage, and the confirma- 
tory evidence of a pneumo-peritoneum was desired. The 
presence of pneumo-peritoneum is, of course, absolute evidence 
of the fact of tubal patency, although it gives no indication as to 
the normality or otherwise of such patency. Of the 53 cases 
submitted to fluoroscopy, 46 showed a definite subdiaphragmatic 
pneumo-peritoneum, most often right sided in position, some- 
what less frequently bilateral or left sided. It almost invariably 
happened, when shoulder pain was present, that the side of the 
shoulder pain corresponded with the side. of the pneumo- 
peritoneum, and that bilateral shoulder pain indicated bilateral 
pneumo-peritoneum. Examples of the various types of pneumo- 
peritoneum are shown in Plates I, II and III. It is not necessary 
to inject large amounts of gas in order to demonstrate its presence 
beneath the diaphragm. In several cases the injection of small 
amounts of gas, such as 50 or 60 c.c. resulted in a perfectly well 
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visualized pneumo-peritoneum. Only 50 c.c. of carbon dioxide 
was used, for instance, to produce the appearance shown in 
Plate II. The use of larger amounts of gas, such as 200 C.c. or 
more, will of course result in the very clear demonstration of sub- 
diaphragmatic pneumo-peritoneum, but no useful purpose is 
served by this in ordinary cases, and the only result would be 
the production of an unnecessary degree of shoulder discomfort. 
Occasionally, as already pointed out, fluoroscopy revealed a 
pneumo-peritoneum which was not accompanied by shoulder 
pain. There were two cases in which the insufflation test showed 
evidence of patency, but fluoroscopy failed to reveal any gas. In 
one of these an X-ray film revealed a minute pneumo-peritoneum. 
but in the other the presence of gas could not be demonstrated 
even on a film, and the negative result was ascribed either to rapid 
absorption of the fine stream of gas bubbles, or to trapping of 
the gas by the omentum or mesentery. In two cases of tubal 
non-patency evidence suggestive of pneumo-salpinx was obtained 
by the finding of localized areas of diminished density in the 
pelvis, corresponding with tender swellings found in the fornices 
after the test. The remaining three cases were definitely shown not 
to present any gas in the peritoneal cavity. In practice, fluoroscopy 
is found to be an unnecessary procedure in the majority of cases 
of straightforward patency or non-patency of the tubes, although 
its confirmatory evidence can always be obtained if needed. 
The procedure has a definite value in the investigation of cases 
in which some doubt may exist as to the presence of partial tubal 
patency. 

Indications for the performance of utero-tubal insufflation. 
The indications for the performance of insufflation can, perhaps, 
best be summarized in the table (p. 879) showing the reasons 
for which the test was performed in the 300 instances here 
reported. 

It will be noticed that, in the great majority of the cases, 
sterility, of one form or another, was the indication for the test. 

(a) Primary sterility. In 165 cases of primary sterility 
Rubin’s test was used as part of the routine investigation of the 
condition. The average age of these patients (the majority of 
whom were Chinese women) was 27.7 years, and the average 
duration of the sterile marriage was 7.6 years. Tubal patency 
was present in 86, or 52 per cent, of these patients, and in 79, 
or 48 per cent, non-patency, or a doubtful result, was found. 

(b) Secondary stenlity. There were 107 cases of secondary 
sterility, the average age of these patients being 30.8 years, with 
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TABLE I. 


Three hundred insufflations: indications and results. 





Condition of Fallopian tube 


Indication Patent Blocked Doubtul Total 








Primary sterility .«:  «. «= «. 6 71 8 165 
Secondary sterility .. Sia eae) ree 52 107 
Simple repeated observations ee ee 5 4 9 
For differential diagnosis in cases of 

obscure pelvic disease G3 3 3 
As preliminary to giving contraceptive 

advice in case of suspected tubal 

disease ih time Tact ecvecs 
To verify the condition of the 

Fallopian tubes after Caesarean 

section with sterilization 
To determine the condition of the 

remaining Fallopian tube after 

operation for tubal pregnancy 
As a post-operative routine in cases of 

salpingostomy or tubo-uterine im- 

plantation ... 








156 





an interval of 6.8 years since the last pregnancy. In the great 
majority of these instances one child sterility dating from the 
first or second year of marriage was the complaint. This, in 
itself, suggested a tubal factor, and it was not surprising to find 
an incidence of 52 per cent of tubal non-patency or doubt, as 
against a 48 per cent incidence of patency. 

‘(c) Other indications. Other indications, apart from simple 
repeated examinations, included a comparatively small number 
of miscellaneous conditions. The test is occasionally of value in 
the investigation of obscure cases of lower abdominal pain, in 
which salpingitis is a possible factor. The demonstration of 
normal tubal patency on both sides would rule out tubal disease 
from the picture. It is important that the patency be demon- 
strated on both sides, as a single normal tube will tend to produce 
a normal picture, even in the presence of a diseased tube on the 
opposite side. It is here that the differential stethoscope is of 
value. In one case the test was used as a preliminary to giving 
contraceptive advice when it was suspected that the tubes might 
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already be the seat of inflammatory disease: the suspicion, how- 
ever, was not justified. In three cases verification of tubal non- 
patency was sought after Caesarean section with ligation and sec- 
tion of the tubes had been performed. In four cases the test was 
used as a routine in determining the condition of the one remain- 
ing tube after operation for extra-uterine pregnancy. Finally, 
in eight instances, the test was carried out as part of the usual 
post-operative procedure following operations for the restoration 
of tubal patency, an indication which will be discussed later. 

Contra-indications. Throughout the series certain contra- 
indications to the performance of the test have been rigidly 
observed. It is only by the careful avoidance of these conditions 
that insufflation becomes a perfectly safe procedure. 

(a) The proximity of the menstrual period or uterine bleeding 
of any form. The most favourable time for the performance ot 
utero-tubal insufflation has been stated by Rubin** to be between 
the fourth and seventh days following the cessation of the 
menstrual period. It is perhaps more convenient to reckon in 
terms of days of the menstrual cycle. Following menstruation 
the restoration of the endometrium is made very rapidly in 
normal circumstances. The time occupied by the process varies 
with the degree of destruction which occurs at the time of men- 
struation, but the period from the commencement of the breaking 
down to the restoration of the epithelial covering is generally 
reckoned at seven or eight days. The eighth day of the cycle 
should, therefore, be regarded as the earliest date for the per- 
formance of insufflation, and in cases in which menstruation is 
prolonged an interval of four days free from bleeding should 
be allowed before the test is carried out. In ordinary circum- 
stances it is unwise to perform the test later than the fourteenth 
day of the cycle for fear of interfering with the normal passage 
of the ovum down the tube or with the early embedding of a 
fertilized ovum in the uterine cavity, and in no circumstances 
should the test be made during the pre-menstrual phase or during 
the occurrence of uterine bleeding from any cause whatsoever. 
Generally speaking, therefore, one may say that the safest time 
for the performance of utero-tubal insufflation is between the 
eighth and fourteenth days of the menstrual cycle. The main 
reason for avoiding other times is that the rare accident of air 
embolism may be eliminated. Air embolism is an excessively 
rare misfortune, and in the one or two recorded cases there would 
appear to have been an avoidable factor. In a case recorded 
by Moench," for example, the patient had a fibroid uterus with 
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menorrhagia, and insufflation was combined with dilatation 
and curettage (the day of the menstrual cycle was not given). 
In another fatal case reported by Mansfeld and Dudits,’’ the 
test was performed on the 21st day of the cycle and the entrance 
of air into the circulation was made possible by an unrecognized 
caseous tuberculous endometritis. In certain rare instances, as 
in cases reported by Wong’* and Meaker,’’ the entrance of 
lipiodol into the uterine and ovarian veins during the perfor- 
mance of hystero-salpingography has been demonstrated, and 
similar behaviour on the part of gas introduced during insufflation 
would be a most unfortunate occurrence. The possibility of this 
accident is best averted by rigidly avoiding the test during those 
times of the menstrual cycle when the endometrium is in a con- 
gested state, or when uterine bleeding of any form is occurring. 
Further reasons for avoiding these occasions are the risk ot 
blowing detached fragments of endometrium along the tube, with 
subsequent danger of endometriosis’; and the possibility that the 
pre-menstrual swelling of the endometrium might be of such 
a degree as to hinder the passage of gas into the tubal ostia 
and produce a condition resembling tubal non-patency. 

(b) Acute or subacute inflammatory conditions of the genital 
tract. The presence of acute or subacute inflammation in any 
part of the genital tract forms a definite contra-indication to the 
use of the test, for the obvious reason that an upward spread of 
infection, or an exacerbation of existing tubal disease may result. 
In cases of mild chronic endocervicitis no harm appears to follow 
the use of the test, following a short course of cervical treatment, 
if a smear excludes the presence of pathogenic organisms, par- 
ticularly gonococci. 

(c) Pregnancy. Avoidance of the test after the fourteenth 
day of the menstrual cycle would practically eliminate the possi- 
bility of interfering with an early pregnancy. In the few cases 
that have been reported, however, in which the test was acci- 
dentally performed shortly after the commencement of pregnancy, 
no unfortunate sequel resulted. 

(d) Other conditions. There are certain other conditions 
under which it is unwise to carry out the test. -It is not suitable 
to perform insufflation during a prolonged period of amenor- 
rhoea, as the condition of the endometrium is not definitely 
known, and early pregnancy cannot always be ruled out. In 
the presence of severe constitutional disease the test is not 
indicated, and in cases with pronounced neurotic tendencies the 
test, if done at all, had better be done under anaesthesia. 
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Analysis of results in 300 insufflaions. Allowing for repeatec 
and post-operative examinations 300 tests were performed 0: 
281 patients. In this group of insufflations, as seen from th 
figures given in Table I, the results were patency in 156, non 
patency in 133 and a doubtful result in 11. If the total series is 
divided into two groups according to the method of insufflation 
used the following figures emerge: 


TasLe II. 
Results in 155 insufflations performed by the old method. 


Indication Patent Doubtful Blocked Total 


PXUROTY StOHNTY css ase, ess 5 8 51 94 
Secondary sterility .. Bo eee | tees! ey 29 
Repeated examinations : — 
To confirm fact of sterilization after 

Caesarean section 





Totals 62 
(=40%) (=7%) (=53%) 





Tas_e ITI. 
Results of 145 eee performed by the oe method. 





Normal 
Indication minal vas Stenosis Blocked Total 


Primary sterility ...  ... 37 2 12 20 
Secondary sterility ...  ... 19 I 5 23 
Repeated examinations _... 5 _ _ 3 
Differential diagnosis nee 3 — — 
Preliminary to giving 

contraceptive advice 
To confirm fact of steriliza- 

tion after Caesarean sec- 

tion ee Pcaeah set 
To determine the state of 

remaining Fallopian tube 

after ectopic gestation ... 
After salpingostomy or 
tubo-uterine implanta- 
MUR: cure 9 hee = 45s cows 3 





21 51 


3 
— (=2%) (=14%) (=36%) 
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These two groups comprised essentially similar types of case. 
In each group approximately 60 per cent of the patients were 
primarily sterile, as compared with 4o per cent complaining of 
secondary sterility. The ages and duration of symptoms also 
closely correspond. For example, in the primary sterility cases, 
the average age in the first group was 28.2 years, compared with 
27.3 in the second group, with a history of a sterile marriage 
lasting 7.9 years in the first group and 7.4 years in the second 
group. In the secondarily sterile cases the average age in the 
first group was 29.2 years, with sterility lasting 6.1 years, as 
compared with an average age of 32.2 years in the second group, 
with sterility lasting 7.5 years. 

In spite of this similarity there is, at first sight, considerable 
discrepancy in the results of the two groups, especially if the 
53 per cent incidence of total blockage in Table II is compared 
with the 36 per cent incidence in Table III. Further analysis, 
however, shows that if the cases of spasm and stenosis in Table 
III are reckoned in with those of complete blockage a total of 
52 per cent is obtained for this table, which corresponds very 
closely with the 53 per cent of tubal non-patency in Table II. 
The conclusion is rather irresistible, therefore, that in the earlier 
group of cases the less accurate method of insufflation used, 
while indicating cases of normal patency tolerably clearly, failed 
to differentiate reliably between cases of complete obstruction of 
the tubes and cases of partial obstruction due to stenosis and other 
causes. When the kymographic meihod of insufflation was used, 
however, doubtful results were practically eliminated, and cases 
of tubal spasm and stenosis stood out in clear contrast to the 
cases of normal tubal patency on the one hand and those of 
complete obstruction on the other. It is, therefore, felt that the 
kymographic method offers considerably more accurate and re- 
liable information than any of the simpler methods, and that 
it is only by this method that a true diagnosis between conditions 
such as tubal spasm and stenosis is possible, to say nothing of 
the absolute clearness with which it differentiates either of these 
conditions from complete tubal obstruction. For this reason, 
and because it is only in these cases that concrete evidence as to 
the condition of the tubes can be produced, the further discussion 
of the diagnostic value of insufflation will be confined to the 145 
examples in which kymographic tracings exist. The results ob- 
tained in these cases will be discussed under the four main headings 
of: 1, Normal patency; 2, Spasm; 3, Non-patency; and 4, Tubal 
stenosis. 
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1. Normal patency. Normal patency is a very different thing 
from the type of patency found in association with, say, a high 
degree of tubal stenosis, as will at once be appreciated by com. 
paring the type of graph obtained in the two separate conditions 
What are the distinguishing features of normal tubal patency : 
In normal patency the characteristic feature is that, after the 
pressure reaches a variable height, most commonly between 75 
and 125 mm. Hg., gas commences to pass through the tube: 
into the peritoneal cavity, and thereafter the pressure shows 
definite oscillations due to the presence of normal peristaltic con- 
tractions of the tubes. These features are demonstrated by the 
kymographic tracing and by the auscultation of gas passing inter- 
mittently through the tubes. The occurrence of typical omalgia 
and the fluoroscopic demonstration of subdiaphragmatic pneumo- 
peritoneum are also features of tubal patency, but they are 
equally liable to be present in cases of tubal stenosis as in cases 
of normal patency, so that their presence is no proof of nor- 
mality. In studying the graphs provided by cases of normal 
patency, the five simple repeated examinations were excluded, as 
also are the five post-operative examinations (see Table III). 
This leaves a total of 60 cases. These cases have been classified 
into six groups, as follows, according to the pressure at which 
gas first commenced to pass through the tubes into the peritoneal 
cavity : 


TABLE IV. 
Normal tubal patency classified according to pressure level. 


Group Cases Per cent 


(a) Gas passes at pressure below 50mm.Hg. ..._.... 4 ‘| 
(DY. 5, ey ,, between 50 and 75mm.Hg.... 10 16 
(re in a - i 75», 100 ss Wine ae 38 
(4) xs 7s a os se 1oo_ ,, 125 Ae aes 13 22 
ke) ss vey Pa sy | E25. 53 GO ” eee 6 10 
(ee pie aa »» above rommHeo ow! 8. 4 7 





Graphs representative of each of these groups will be found in 
Figs. 5-13. It will be noticed that Group (c) is the largest, and 
that Groups (c) and (d) combined account for 60 per cent of all 
cases of normal patency. In other words, the majority of normal 
tubes are patent at pressures between 75 and 125 mm. Hg., and 
above and below these levels the proportion of cases becomes 
progressively smaller. 

884 





UTERO-TUBAL INSUFFLATION 


The cases in Group (a) comprise a Clinically important group 
to which attention has recently been drawn by Goodall.’* In 
these cases patency occurs at unusually low pressures, and 
Goodall has cited five examples in support of his theory that 
patency at such low levels predisposes to infection of the peri- 
toneal cavity. If this is true, as seems highly probable, it is a 
fortunate thing that only about seven per cent of normal tubes 
are patent at pressures below 50 mm. Hg. 

At the other end of the scale come the cases in Group (f), in 
which patency only occurs at pressures in excess of 150 mm. Hg. 
If, as Goodall has suggested, unusually low patency of the tubes 
predisposes to infection of the peritoneal cavity, is it nof con- 
versely possible that patency at exceptionally high levels may 
confer a considerable degree of immunity to the upward spread 
of infection? The case illustrated in Fig. 13 is possibly an 
example of this. This patient developed an acute gonococcal 
infection during the latter weeks of pregnancy, and, in spite of 
active treatment, was delivered in the presence of an acute 
gonococcal endocervicitis, smears showing many intracellular 
organisms. Naturally, great fear was entertained of an ascend- 
ing infection during the puerperim, but there was only one day’s 
morbidity, the temperature reaching 38.0 degrees C. at noon 
and at 4 p.m. on the fourth day only. Some months later, after 
all infection had cleared up, insufflation was carried out with a 
view to determining whether the tubes had been involved in the 
infective process. Normal patency, but at a high pressure, was 
found. Gas commenced to pass at 170 mm. Hg., with perfectly 
normal tubal contraction. Tubal patency was confirmed by the 
development of a_ well-marked subdiaphragmatic pneumo- 
peritoneum on both sides. It is difficult to avoid the impression 
that the unusually high tubal patency pressure contributed, in 
this case, to the avoidance of salpingitis and peritonitis. 

The contractions of normally patent tubes are well shown in 
the curves reproduced in Figs. 5 to 13. Seckinger and Snyder’® 
showed in 1926 that strips of tubal musculature isolated in 
Ringer’s solution are capable of regular peristaltic contraction 
three to four times a minute, and that these contractions tend to 
become more frequent and of greater amplitude during that por- 
tion of the menstrual cycle when the ovum is passing down the 
tube towards the uterus. These contractions are readily recorded 
on the kymograph during the insufflation test, and without their 
presence a diagnosis of normal tubal patency cannot be made. 
That the pressure oscillations are not produced by uterine con- 
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2 3 
Fic. 5. 


Normal tubal patency of Group (a) type, where passage of gas takes place 
at a pressure below 50 mm. Hg. Test performed on 15th day of 
menstrual cycle. 


Fic. 6. 
Normal tubal patency of Group (b) type, where gas passes at pressures 
between 50 and 75 mm. Hg. The test was performed on the 8th day of 
the menstrual cycle and shows well marked tubal contractions. 


Ee. 


Fic. 7. 


Normal tubal patency of Group (c) type, where gas passes at pressures 
between 75 and 100 mm. Hg. Test performed on the 12th day of 
menstrual cycle. 
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1 2 3 4Mimtes. 


Fic. 8. Normal tubal patency of Group (c) type. This curve is characteristic 
of some in which the highest pressure is reached at the commencement of the 
test, the waves thereafter tending to decrease in height. 


Test performed 
on 8th day of menstrual cycle. 


° 1 2 3 


4 Minutes. 


Fic. 9. Normal tubal patency of Group (c) type. This curve shows the reverse 
tendency to that seen in the preceding one. The initial passage of gas 
takes place at about 75 mm. Hg., but succeeding waves of tubal contraction 
carry the pressure above 90 mm. Hg. Test performed on 11th 


day of 
menstrual cycle. 


Fic. 10. Normal tubal patency of Group (c) type. This curve is of interest 2s 
showing tubal contractions of great trequency and amplitude, despite the 
fact that the patient had only reached the 9th day of the menstrual cycle. 
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Fic. It. 


Normal tubal patency of Group (d) type, passage of gas taking place at a 
pressure above 100 and below 125 mm. Hg. The test was performed 
on the 8th day of menstrual cycle. 


wn.Hg, 


Fic. 12. 


Normal tubal patency of Group (e) type, where gas commences to pass 
at a pressure between 125 and 150 mm. Hg. Test performed on 11th day 
of menstrual cycle. 


en. Re, 
200 


Fic. 13. 
Normal tubal patency of Group (f) type. Gas commences to pass at a 
pressure of nearly 180 mm. Hg., and well-marked tubal contractions are 
recorded. Test performed on 12th day of menstrual cycle. 
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tractions is readily shown by the fact that such waves are not 
seen in proved cases of occlusion of both tubes at the interstitial 
portion. Diseased and adherent tubes, moreover, do not possess 
any degree of contractile power: typical contractions are only 
found in normally patent tubes. Rubin*® has provided clinical 
confirmation of Seckinger’s and Snyder’s experiments in that he 
has shown by kymographic tracing that the rate and amplitude 
of the tubal contractions are definitely increased during the tenth 
to sixteenth days of the menstrual cycle, a change to be associ- 
ated with the occurrence of ovulation (see Fig. 10). 

2. Tubal Spasm. In this series of cases only three examples 
of spasm were encountered, an incidence of approximately two 
per cent. An example is given in Fig. 14. Cases of spasm only 


mn.Hg. 
00 


Fic. 14. 


Tubal spasm. There is a sudden lowering of pressure at the point A, with 
a fairly rapid descent to the point B, after which the curve is typical of 
normal tubal patency. 


differ from the normal in that a high initial pressure is required 
before the resistance of the tubal musculature is overcome, a 
rapid fall of pressure then resulting, after which normal tubal 
contractions are recorded at the normal level. Meaker*’ has 
shown that antispasmodic drugs, such as atropine, can abolish 
spasm, with the production of a curve indistinguishable from the 
normal. It is important to distinguish spasm, which is due 
to excessive contraction of the sphincter-like muscle at the utero- 
tubal junction, from tubal patency at high pressure of the type 
described in cases belonging to Group (f), in which the whole 
utero-tubal musculature is in a state of high tonicity. The level at 
which the tubal contractions occur provides the key to the 
situation: in spasm, after an initial high rise, there is a rapid 
fall, with the occurrence of tubal contractions on a comparatively 
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low level: in high pressure patency, both the initial rise and 
the tubal contractions are on a relatively high level. It is 
difficult to estimate the clinical importance of spasm in cases ot 
sterility, and to what degree, if any, this factor operates as 
a hindrance to the passage of ova or spermatozoa. This much 
is certain, that the use of anti-spasmodic drugs in the treatment 
of sterility has hitherto been attended with scant success. 

3. Tubal non-patency. In discussing tubal non-patency, simpk 
repeated examinations and post-operative examinations have 
been excluded, leaving a total of 43 cases, all encountered in 
patients suffering from sterility. Non-patency may be unilateral 
or bilateral, and it is well to stress at the outset that it is not 
possible to diagnose unilateral non-patency by the kymograph 
alone. The kymograph tracing will only show the condition of 
the patent tube, and the diagnosis of unilateral non-patency will 
depend upon auscultation with the double stethoscope or 
visual evidence by means of lipiodol examination. The 43 cases 
considered under this heading, then, are all cases of bilateral non- 
patency. The site of obstruction in the tubes may vary con- 
siderably. Both tubes may be obstructed in the region of the 
utero-tubal junction, or both may be obstructed at the fimbriated 
extremity, or, again, one may be obstructed at the utero- 
tubal junction and the other at the fimbriated extremity. Further, 
one or both tubes may be in a condition of hydrosalpinx, or 
the lumen of the tube may be tortuous and narrow with com- 
plete blockage at some point. By the careful correlation of the 
kymographic tracing with the subjective symptoms experienced 
by the patient during the test, together with the help of ausculta- 
tion and fluoroscopy in some cases, it is usually possible to make 
as accurate a forecast of the condition of the tube as is possible 
with lipiodol injection. The differential diagnosis of three com- 
mon forms of tubal obstruction will now be considered in detail : 

(a) Bilateral occlusion of the tubes at the utero-tubal junction. 
In this type of case a very characteristic graph is obtained, of 
which an example is given in Fig. 15. The recording needle 
ascends steadily in a straight line until a pressure of 200 mm. 
Hg. is reached, when it is usual to cut off any further supply 
of gas. In the absence of leakage from the apparatus or from 
the cervix, the pressure is maintained at this level until allowed 
to return to normal. It is customary to repeat the test once at 
the same sitting in cases showing complete obstruction. Any 
leakage of gas from the cervix should be noted, and recorded on 
the graph, as at the point A in Fig. 16. During the test the patient 

890 





‘ 


UTERO-TUBAL INSUFFLATION 


an.Hg. 


Fic. 15. 


Typical graph in case of complete tubal obstruction. Provided no leakage 

from the cervix takes place there is steady ascent in a straight line from 

A to B. On shutting off the gas, intra-uterine pressure is maintained from 

B to C, when release of the pressure results in a rapid fall to D. It is 
usual to repeat the observation at the same sitting. 


2 3 
Fic. 16. 


Another graph showing complete tubal obstruction. The point A in the 
second curve denotes a small leakage of gas from the cervix. 


will usually begin to notice central pain due to distension in the 
hypogastric area when the pressure reaches a point over 100 mm. 
Hg. This will increase until 200 mm. Hg. is reached, but dis- 
appears completely with the release of pressure. Auscultation, in 
the absence of cervical leakage, yields a negative result, as also 
does fluoroscopy. 

(b) Bilateral occlusion of the tubes at, or near, the fimbriated 
extremity, without marked hydrosalpinx. In these cases the 
graph obtained is identical with that seen in Fig. 15 or 16, but 
the patient may also experience some lateral pain as the gas 
pressure within the tubes increases. In a typical case the central 
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pain in the lower abdomen first appears, later giving way to, or 
being overshadowed by, pain developing in both iliac regions, 
and increasing as the pressure is raised to its maximum. Thx 
further out the obstruction, the wider is the radiation of this 
pain. Auscultation and fluoroscopy are again negative. The 
pain usually disappears with the relief of pressure. Obstruction 
of one tube at the uterine end and the other at the fimbriated end 
will, of course, result in unilateral pain. 

(c) Occlusion of both tubes at the fimbriated end, with 
definite hydrosalpinx formation. This condition is of interest, 
as it is not always possible to diagnose a small hydrosalpinx on 
ordinary bimanual examination. If insufflation is performed in 
such cases there is a strong likelihood that gas will be forced into 
the tubes with the production of pneumosalpinx. Such a happen- 
ing is illustrated in Fig. 17. At the point R in the first curve, 


2 $ 
Fic. 17. 
Production of artificial pneumo-salpinx in the presence of complete tubal 
obstruction. At the point R in the first curve sudden sharp pain was 
experienced in the right side, and coincidently a single rush of gas was 
heard from the right side of the differential stethoscope. Pressure was 
then released. On raising the pressure a second time a similar rush of 
gas was heard at the point L from the left side of the stethoscope, succeeded 
by a very brief gurgle on the right side at the point R. Tender swellings 
were palpated in each fornix after the test, and an X-ray film in the 
standing position strongly suggested double pneumo-hydrosalpinx. 


when the pressure had reached a level of just over 100 mm. Hg., 
sudden sharp pain was experienced in the right side. There was 
a sudden fall in the pressure, without any leakage from the 
cervix, and coincidentally a rush of gas was heard with the right 
side of the stethoscope. Pressure was then released, and after 
a few moments another attempt at insufflation was made. This 
time the pressure rose steadily to 180 mm. Hg., when another 
small drop in pressure occurred, accompanied by the sound of a 
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momentary rush of gas on the left side, and the development of 
severe pain in the left of the lower abdomen. After release of the 
pressure the patient was left with considerable pain on both sides 
of the lower abdomen, and on bimanual examination tender 
swellings were felt, which had not been present before the test. 
On rising from the table, the patient vomited once and perspired 
profusely. Fluoroscopy showed a complete absence of pneumo- 
peritoneum, but revealed two egg-shaped areas of decreased 
density in the pelvis which corresponded with the two swellings 
felt bimanually. An X-ray film confirmed this observation. 
The film was taken in the standing position and the two areas of 
diminished density were both limited below by a definite fluid 
level, which was interpreted as being the fluid contained by the 
hydrosalpinx. In other words, bilateral pneumo-hydrosalpinx 
had been produced. In Fig. 18 another graph is shown of a case 


3 4 Minutes. 


Fic. 18. 


Complete tubal obstruction, with artificial production of left pneumo- 

salpinx. Severe pain was experienced in the left lower quadrant at the 

point A, increasing to the end of the test. After the test a tender swelling 

was present in the left fornix, in which fluoroscopy revealed the presence 
of gas. 


in which a single left-sided pneumosalpinx was produced. Alto- 
gether three cases out of the 43 examples of tubal non-patency 
gave evidence of the formation of pneumosalpinx. In each a 
typical graph was obtained, with a sudden development of pain 
in the side and the demonstration of a tender swelling at the 
conclusion of the test. It should be emphasized, however, that 
not every case of hydrosalpinx will react in this way, and that 
if air is not forced into the tubes, the graph will correspond in 
every detail with the characteristic graph of complete occlusion 
shown in Fig. 15. In one such case, for example, bilateral hydro- 
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salpinx was found at operation, but the inner ends of both tubes 
were shown to be sealed. 

The question naturally arises as to what danger there is oi 
. rupturing the tubes in cases like this. There is a general con- 
sensus of opinion that pressures much in excess of 200 mm. Hg. 
are dangerous, and for this reason 200 mm. Hg. is usually re- 
garded as the upper limit of safety. Ferguson” refers to a case 
in which, with the patient under anaesthesia and the abdomen 
opened, air was deliberately injected into a hydrosalpinx which 
it was propsed to remove, in order to see what amount of pressure 
would be necessary to cause rupture. In this instance the tube 
ruptured at a pressure of 250 mm. Hg. One would imagine that 
the larger and more distensible the hydrosalpinx the greater the 
liability to rupture. Cases have been reported in which relatively 
large quantities of gas have been injected into such tubes. 
Rubin,” for instance, in discussing certain fallacies associated 
with auscultation, refers to a hydrosalpinx having a capacity of 
150 c.c. of gas, or more. Speaking generally, it is probably wise 
to avoid using the insufflation test in those cases in which definite 
tubal swellings are to be found on vaginal examination. This 
would apply with special emphasis in the case of pyosalpinx. 

Perhaps the most striking fact which insufflation, in any con- 
siderable series of' sterile patients, demonstrates is the frequency 
with which the tubes are found to be occluded in cases which 
show no evidence of pelvic abnormality on simple physical 
examination. Thus, in the series of 119 cases of sterility of all 
forms summarized in Table III, very few of which showed gross 
evidence of tubal disease, no fewer than 43, or 36 per cent, 
showed complete bilateral tubal occlusion. The majority of th: 
patients forming this series were Chinese women, so that this 
figure cannot be taken as representative for other countries. It 
is of interest, nevertheless, to compare it with figures reported 
elsewhere. Rubin® reports tubal non-patency in 26.1 per cent 
of 2,192 patients complaining of sterility. Davidson*® found 
complete blockage in 18 of a series of 69 cases investigated in 
Dublin during the year 1933-34, a proportion of 26.1 per cent. 
Jeffcoate,** on the other hand, found only 8.6 per cent of tuba! 
non-patency in a series of 140 cases of sterility investigated in th: 
Women’s Hospital, Liverpool, during the year 1933. 

4. Tubal stenosis. Under this heading are combined various 
forms of partial obstruction to the lumen of the tube, 
such as strictures, kinks and adhesions. Any one of these factors 
may bring about a narrowing or partial obliteration of the tube’s 
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lumen, the result of which is seen in the production of an 
abnormal kymographic curve. The curves may be of many 
different varieties, but they possess one feature in common, 
namely, the absence or marked impairment of tubal contrac- 
tions. If the tube’s wall is thickened and diseased, or is bound 
down by adhesions, its contractile power is seriously interfered 
with, and the waves normally seen on the kymographic curve 
either become very shallow or entirely disappear. Fig. 19, for 


an.Hg. 
200 


2 

Fic. 19. 
Tubal stenosis. No gas at all was passed until the point A was reached, 
after which a steady and continuous flow began, with no tubal contractions. 


example, shows a moderate degree of tubal stenosis. There is 
a complete absence of tubal contractions and gas is heard by 
the stethoscope to pass in a steady and continuous flow, some- 
times with a rather high pitched sound. Well marked shoulder 
pain and subdiaphragmatic pneumo-peritoneum develop as in 
normal patency if sufficient gas is injected, but possess no 
specific diagnostic value in these cases beyond confirming the 
simple fact of patency (e.g. see excellent example of pneumo- 
peritoneum in Plate I). Another form of graph is shown in 
Fig. 20: gas commences to pass at the point marked A, but at 
the point B the flow becomes more free, as though a light 
adhesion had been broken down, or a kink straightened out. 
Figs. 21 and 22 show two contrasting types of curve, both com- 
pletely devoid of any semblance of tubal contractions. The 
curve shown in Fig. 21, with its steady rise towards the maxi- 
mum, suggests a rigid, non-yielding stricture or stenosis of the 
tube, whereas that shown in Fig. 22, with a higher initial rise, 
suggests a somewhat more yielding and dilatable obstruction 
to the tube’s lumen. Tubal stenosis may be unilateral or bilateral, 
and the stethoscope may give valuable evidence on this point. 


895 





JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


FIG. 20. 


Tubal stenosis. Gas commenced to pass by auscultation at the point A, 

but at the point B a much larger volume of gas began to escape into the 

peritoneal cavity, possibly aided by the breaking down of a light adhesion. 
A complete absence of tubal contractions will be noted. 


Fic. 21. 
Tubal stenosis. The passage of gas began at A, and a continuous, steady 
flow was maintained, without any tubal contractions, until the point B 
was reached, when the gas was shut off. The pressure then fell to the 
point C, below which level no gas would force itself through the tubes. 
(The series of arrows points to slight jumps in the curve caused by the 
strokes of the volumeter, and forms an interesting index of the rate at 
which the gas passed, each stroke of the volumeter representing about 
20 c.c. of gas at this pressure.) 


Experience at laparotomy shows that bilateral stenosis, or 
stenosis on one side with complete occlusion on the other, pro- 
duces curves such as those just described. Unilateral stenosis, 
with normal patency on the other side, however, will produce 
a graph indistinguishable from that of normal patency; in other 
words the picture is dominated by the normal tube. 

In the series of cases under discussion tubal] stenosis was 
diagnosed in 17 of the 119 patients complaining of sterility. 
It was found that this condition was productive of more symp- 
toms during and after the test than any of the other groups of 
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Fie. 22. 


Tubal stenosis. Compare this form of curve with the preceding. Aside 

from a small cervical leak of gas at A, no gas passed until the point B 

was reached, when gas began to flow gently into the peritoneal cavity, and 

the pressure fell some 20 degrees, as though exerting a mild dilating effect 

on the tube. A constant level for injection was then reached, and when 

the gas was shut off at C the pressure again dropped to 100 mm. Hg., 
below which level no gas would pass through the tube. 


cases. One of the patients was examined under anaesthesia, but 
the remaining 16 all experienced a greater or less degree of 
discomfort during the injection, and some complained definitely 
of pain on one or both sides of the pelvis, which usually ceased 
when the injection of gas was stopped. The pain was in almost 
every case of definite localizing significance. Twelve of the 
patients had definite shoulder pain on rising, and in nearly all 


the presence of pneumo-peritoneum was confirmed by the fluoro- 
scope. One patient fainted for a brief period, but quickly re- 
covered. In another case the test precipitated an hysterical 
attack. 

The relative merits of carbon dioxide insufflation and lipiodol 
injection. The question is bound to be raised as to whether the 
injection of lipiodol or the insufflation of carbon dioxide is more 
to be preferred. In actual fact, however, the question is not so 
much one of rivalry between the two methods, as of defining the 
place which each one assumes in relation to the other. Prima 
facie, there are several reasons why the injection of gas is to 
be preferred to the use of iodized oil. In the first place gas 
insufflation is a simpler and less expensive procedure, and is less 
fatiguing to the patient than lipiodol injection. In the second 
place, carbon dioxide is completely and harmlessly absorbed 
within a few hours, whereas lipiodol has been shown to remain 
for months and even for years in the peritoneal cavity or in 
the lumen of the tube. Moreover, lipiodol, although usually non- 
irritating, is, nevertheless, a foreign body, and may produce a 
foreign-body reaction in the tissues. Rabbiner*’ has recently 
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drawn attention to some of the dangers connected with the us: 
of lipiodol, and quotes a number of cases in which inflammation 
and even death have followed its use. Rubin*’ also cites a series 
of 132 cases examined by lipiodol, six of which subsequentl; 
developed mild peritoneal inflammation, and three of which 
required operative treatment for resulting pelvic abscesses. 
The same observer** also had an opportunity of removing the 
tubes in two cases in which lipiodol had been injected long pre- 
viously with the result that partial patency had been converted 
into absolute non-patency. In both these instances he found that 
the tube walls consisted of nodular tissue, filled with foreign 
body giant cells. These and other similar experiences inculcate 
a certain degree of caution in the use of lipiodol, and it is found 
in practice that its use can be very largely limited to those cases 
in which complete obstruction is present, and it is desired to 
localize the site of obstruction as a guide to determining the 
wisdom of abdominal operations. In practically all other con- 
citions, with rare exceptions, carbon dioxide insufflation gives as 
much information as, or more than, lipiodol injection. Normal 
tubal patency is demonstrated with great clarity by insufflation, 
with additional information about tubal contractions that is not 
supplied by lipiodol. The same might be said of tubal spasm. 
Tubal stenosis, which might easily be mistaken for normal 
patency by lipiodol examination, is shown up by the characteristic 
curve obtained by insufflation. Lipiodol, it is true, will show 
with great nicety the state of the tube on each side, but in 
most cases the differential stethoscope also will do this. It should 
be remembered, too, in this connexion that some highly stenosed 
tubes are permeable to gas, but not to lipiodol. In fact, it is 
only in cases of complete occlusion of the tubes that lipiodol 
will give definitely more information than insufflation. Hence, 
it is in these cases that lipiodol finds its greatest sphere of use- 
fulness, although even here it is possible after insufflation to 
predict with considerable accuracy what the findings with lipiodol 
will be. It is the writer’s view, therefore, that carbon dioxide 
insufflation should always precede the use of lipiodol, and that 
lipiodol examination should be reserved for the comparatively 
small group of cases in which extra information is desired, which 
insufflation is unable to furnish. 


THE THERAPEUTIC VALUE OF UTERO-TUBAL INSUFFLATION. 


Increasing clinical experience with utero-tubal insufflation has 
shown that there are several respects in which this test may be 
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said to have a therapeutic value. These will be discussed seriatim 
under the following headings :— 

(a) The establishment of a greater or more normal degree of 
patency in cases previously showing signs of partial obstruction. 
A number of examples of this type could be quoted. It is not 
uncommon to meet with cases of tubal stenosis in which simple 
repetition of the test, either immediately, or after an interval, will 
show an appreciable reduction in the pressure level at which 
patency becomes manifest. In one case gas was made to pass 
through the tube with some difficulty at a pressure of 180 mm. 
Hg. Immediate repetition of the test showed that gas passed 
easily at a pressure of 90 mm. Hg., with moderately good tubal 
contractions. It is in cases of this description that the repetition 
of the test at intervals may be claimed to have a therapeutic 
value by reason of its dilating effect on the tubes. In one case, 
aged 33, suffering from primary sterility, the first test showed 
a very questionable degree of patency. A second test, made two 
months later, showed free passage of gas at a pressure of 170 
mm. Hg. This patient became pregnant three weeks later, and 
was delivered at term of a healthy, living child. 

(b) The re-establishment of tubal patency in cases previously 
showing complete occlusion. Occlusion of the tube may be 
brought about by obstruction from within (inspissated mucus, 
unabsorbed lipiodol, etc.), by disease of the tube wall resulting 
in strictures, adhesions or fibrosis, and by external causes such 
as the pressure of a tumour, or the presence of a kink caused 
by a malposition of the uterus or the pull of a shortened meso- 
salpinx. In certain instances it is possible for the performance 
of insufflation alone to bring about a complete or partial restoration 
of tubal patency. Obstructing bodies within the lumen of the 
tube may be expelled, adhesions may be broken down, and 
kinks may be straightened out. In this series of cases one of the 
commonest accompaniments of tubal non-patency was found to 
be retroflexion of the uterus. It is a well-known fact that sterility 
and retroflexion of the uterus are often associated. Bonney’ 
has commented on this fact, and has suggested that in some 
cases kinking of the tubes occurs, which may later become per- 
manent owing to organic shrinkage of the mesosalpinx. This 
affords a rational explanation of the common association of retro- 
flexion with secondary sterility. In one illustrative case, a patient 
aged 37, with no pregnancy for five years, came to seek treatment 
for her secondary sterility. On physical examination the only 
abnormality found was a retroversion of the uterus. At the 
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first insufflation both tubes were found to be completely imper- 
vious to gas at a pressure of 200 mm. Hg. (see Fig. 23, curve 
(a) ). At a second insufflation, performed two months later, 
patency was demonstrated, after replacing the uterus, at a 
pressure of a little over 120 mm. Hg., and another test car- 
ried out immediately afterwards, showed normal patency at 
go mm. Hg., with definite tubal contractions (see curves (b) and 
(c) Fig. 23). This patient became pregnant immediately after 
the next menstrual period, and has since been delivered of « 
living child. There can be little doubt that the insufflation was 
effective in straightening out some form of obstruction in this case. 


Fic. 23. 

Curves showing the therapeutic effect of the test in a case of secondary 

sterility of five years’ duration. 

(a) The first test, performed on Feb. 1st, 1935, showed complete blockage 
of both tubes. 

(b) The second test, on April 4th, 1935, showed patency at a little over 
1z0 mm. Hg. 

(c) The third curve, which was done immediately after the second, on 
April 4th, 1935, shows patency at 90 mm. Hg. with a few definite 
tubal contractions. 

This patient became pregnant three weeks after the third curve was obtained. 


(c) The relief of dysmenorrhoea. Peterson and Cron*’ were 
the first to draw attention to this unlooked for effect of insufflation, 
and since then several observers have reported such results, and 
some, in fact, have used insufflation as a means of treating dys- 
menorrhoea. No complete follow-up investigation has been made 
of the question of dysmenorrhoea in the 300 cases reported here 
but it is of interest that 38 patients who suffered from varying 
degrees of dysmenorrhoea, as well as sterility, reported appreci- 
able diminution of their menstrual pain after the performance 
of insufflation. 

(d) The occurrence of pregnancy following utero-tubal 
insufflation. To the vast majority of patients the ultimate 
criterion of the therapeutic benefit of the test will be the occurrence 
of a pregnancy. At first there was no thought that the test 
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possessed anything more than a purely diagnostic value, but in 
1923 Peterson and Cron” pointed out that in a number of cases 
pregnancy followed the insufflation without the use of any other 
measures. Later, in 1929, Rubin* reported 205 cases of preg- 
nancy following insufflation. In his most recent reference to 
the subject, Rubin*’ claims to have collected 764 cases of preg- 
nancy from the literature, all of which have been attributed 
directly to insufflation. In his own series, Rubin reports 398 
women who became pregnant, or 17.50 per cent of all those 
who were insufflated for sterility. Of these pregnancies 42.21 
per cent took place within two months of the test, and 67.59 
per cent within six months. It is clear that it is not always 
possible to argue cause and effect in such cases, and Rubin has 
laid down six criteria by which the responsibility of insufflation 
in any given case may be estimated: 


1. The age of the woman should be thirty years or over. 

2. Pregnancy must follow within a month or at least two 
months after tubal insufflation. 

3. The length of marriage should be three years or longer. 

4. The patient must not be treated by any other measure 
than by tubal insufflation. 

5. The insufflation should be done within the first two weeks 
of a last regular period or in the pre-ovulation stage. 

6. Patients must not have taken contraceptive precautions 
for at least one year prior to insufflation. 


In the series of cases here reported, out of 272 patients suffer- 
ing from sterility in whom insufflation was performed, 16 became 
pregnant at intervals varying from one month to 17 months after 
the test. The actual intervals were: Seven pregnancies occurred 
within one month of insufflation; one pregnancy occurred 
during the second month; one pregnancy occurred during the 
third month; one pregnancy occurrred during the fifth month; 
two pregnancies occurred during the sixth month; four preg- 
nancies occurred at intervals between the ninth and seventeenth 
months. In other words, one half of the pregnancies occurred 
within two months, and two-thirds within six months. 

In all of these cases, except two, the sterility was of primary 
type, and the average duration of the childless marriage was 
5.5 years. Of the 16 pregnancies, three terminated in abortion, 
two patients were delivered prematurely of living children, and the 
remainder proceeded to term. In the total series of 272 patients, 
therefore, pregnancy was known to follow in 16, or 6 per cent, 
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As might have been anticipated, pregnancy occurred only in 
those cases in which tubal patency had been demonstrated, so tha‘ 
the result might be expressed by saying that 11.6 per cent of 
patients showing tubal patency subsequently became pregnant. 
The difficulties of follow-up work in China are extraordinarily 
great, and it was only possible, with every effort, to follow less 
than one-half of the total number of 272 patients. There is every 
reason to suppose, therefore, that the number of pregnancies 
would have been found to be considerably higher if all the 
patients could have been traced. 

(e) The value of insufflation as part of the procedure used 
during operations for the restoration of the tubal lumen. As part 
of the routine procedure during operations for salpingostomy 
or tubo-uterine implantation, insufflation occupies an important 
place. Ina great measure the success of these operations depends 
upon a clear demonstration of tubal patency, both from below 
and from above, in some such manner as Berkeley and Bonney” 
have described in their ‘‘Textbook of Gynaecological Surgery.”’ 

(f) The place of insufflation as part of the routine post- 
operative treatment following salpingostomy or tubal implanta- 
tion. This is one of the most important therapeutic uses of insuf- 
flation. Many operations for the establishment of tubal patency 
will prove to be failures if post-operative tubal insufflation is 
omitted. Meaker’’ has stated that it is his practice to carry out 
insufflation at one, three and six weeks after operation, and some 
such routine as this is advisable. Salpingostomy was performed 
on four cases in the latter half of the series, and a total of eight 
post-operative examinations was carried out, showing normal 
patency on four occasions, tubal stenosis on three occasions, 
and complete blockage in one instance. The end-results in the 
four cases were, then, normal tubal patency in one, patency 
with a certain degree of stenosis in two, and failure to produce 
permanent patency in one. Examples of the kymographic 
tracings in two of these cases are shown in Figs. 24 and 25. 
Fig. 24 shows patency with well marked tubal contractions 
following bilateral salpingostomy with tubo-uterine implanta- 
tion on one side. A further post-operative examination, not 
included in this series, showed even more normal patency in 
this case at a pressure below 100 mm. Hg. Fig. 25, on the 
other hand, shows that, although tubal patency was re-estab- 
lished, the tubes showed evidence of a considerable degree o! 
stenosis, probably due to the fibrotic condition of the tubal walls 
noted at operation. Fig. 26 shows another example in which 
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Fic. 24. 

Curves showing the result of bilateral salpingostomy and left tubo-uterine 

implantation in case of primary sterility for 13 years. 

(a) shows complete bilateral tubal occlusion before operation. Lipiodol 
examination showed that the left tube was occluded at the inner end, 
and that the right tube was very tortuous and contained a small 
hydrosalpinx. At operation bilateral hydrosalpinx was present and 
the inner end of the left tube was found to be occluded by salpingitis 
nodosa. 

(b) shows normal tubal patency and contractions restored after operation. 


Fic. 25. 
Curves taken before and after salpingostomy in a case of primary sterility. 
(a) shows complete occlusion of both tubes before operation. 
(b) shows tubal patency, with some stenosis, on the 8th day after the 


performance of salpingostomy for bilateral hydrosalpinx. A few tubal 
contractions are seen at the end of the curve. 


insufflation, done 14 days after salpingostomy, was the means 
of breaking down a number of adhesions around the abdominal 
ostium of the left tube. The high initial rise of pressure, followed 
by a fairly rapid fall, accompanied by pain, is typical of this. 
(g) The value of insufflation in maintaining or securing 
patency in the remaining tube after unilateral tubal gestation. 
The state of the residual tube following ectopic gestation in 
relation to sterility and further pregnancy has recently been made 
the subject of a special study by Rubin.*® He found that in go 
cases, only 12.35 per cent showed normal patency. Unquestion- 
ably many of the cases of tubal occlusion were due to the involve- 
ment of the residual tube in adhesions, consequent upon the 
ectopic pregnancy. It would seem, therefore, that, in cases of 
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Fic. 26. 
Post-operative tubal insufflation, showing breaking down of adhesions. 
Right salpingo-odphorectomy was done for a dermoid cyst, and a hydro- 
salpinx of the left side was treated by salpingostomy (sterility was the 
patient’s sole complaint). Insufflation was done 14 days after operation. 
The test was not prolonged owing to moderately severe pain in the left 
iliac fossa. 


2 3 

Fic. 27. 
Post-operative insufflation showing breaking down of light adhesions. 
Right salpingectomy had been done for tubal gestation. The left tube 
was conserved, but was very swollen and oedematous. Insufflation, done 
three months after operation, shows breaking down of light adhesions at 
the point A. After reaching the low level of B the remainder of the curve 

shows normal tubal patency with contractions. 


ectopic gestation in which the remaining tube appears healthy and 
is conserved, post-operative insufflation carried out within a 
reasonable period of time will, in many instances, preserve the 
patency of the tube, and with it the patient’s chance of a future 
pregnancy. This procedure was carried out in four cases. In 
two there was definite and complete blockage (in one of these an 
injection of lipiodol confirmed the result). In another case tuba! 
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stenosis was demonstrated. In the fourth it was noticed at 
operation that the remaining tube was very swollen and oede- 
matous, and somewhat involved in light adhesions. It was 
conserved, however. Insufflation, which was not done until three 
months after operation, gave a beautiful demonstration of the 
type of graph produced by the breaking down of very light 
adhesions. The adhesions must have been light, for thev gave 
way at a comparatively low pressure (see Fig. 27), and after 
their destruction the tube showed patency at a normal level, with 
slight but definite tubal contractions. 


SUMMARY AND CONCLUSIONS. 

1. The various types of apparatus used for the determination 
of tubal patency are discussed. 

2. A simple apparatus for the kymographic recording of the 
results of the utero-tubal insufflation test is described. 

3. Observations based on the results of the investigation of 
tubal patency in 300 consecutive cases are recorded. 

4. In more than go per cent of the cases the indication for 
the use of the test was sterility. Other indications, and certain 
contra-indications, are discussed. 

5. A comparison of 155 insufflations performed by the old 
method, and 145 insufflations performed by the kymographic 
method, demonstrated the superiority of the latter both as 
regards accuracy of diagnosis, ease of control, and the provision 
of a permanent record. 

6. In the series of 145 insufflations performed by the kymo- 
graphic method, normal patency was demonstrated in 48 per 
cent, tubal spasm in 2 per cent, tubal stenosis in 14 per cent, 
and complete blockage in 36 per cent. The diagnostic features 
of these four main groups of cases are discussed in detail. 

7. The relative merits of carbon dioxide insufflation and lipiodol 
injections are considered. The view is expressed that carbon 
dioxide insufflation should always precede the use of lipiodol, 
as it gives all the necessary information in the majority of cases, 
without some of the drawbacks of lipiodol. The use of lipiodol 
should be reserved, in the main, for those cases of non-patency 
in which accurate localization of the obstruction is desired. 

8. The therapeutic value of utero-tubal insufflation is seen 
in many ways. In cases of partial obstruction a greater or more 
normal degree of patency may be established. In certain cases 
showing complete obstruction, tubal patency may be re-estab- 
lished by the breaking down of adhesions, the expulsion of a 
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plug of mucus, or the straightening out of kinks. Dysmenorrhoea 
is sometimes relieved. Pregnancy follows insufflation in a certain 
proportion of cases, amounting to 16 out of 272 sterile patients 
in the present series (or 6 per cent of the whole number, or 
I1.6 per cent of those shown to have patent tubes). Insufflation 
is also of great value as part of the procedure during operations 
for the restoration of the lumina of the tubes, and as part of th: 
post-operative treatment of such cases. 
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The Effect of Pregnancy upon the Blood-Pressure. 


BY 


J. S. Henry, M.D. (McGill), M.C.O.G. 


From the Department of Obstetrics and Gynaecology, McGill 
University, and the Royal Victoria Montreal Maternity Hospital. 


For this report a review has been made of the principal publica- 
tions dealing with the effect of pregnancy upon the blood-pressure 
which have appeared in the six years, 1929 to 1934 inclusive; in 
addition there have been reviewed very briefly a number of the 
older works most frequently referred to by the more recent 
authors, and especially a few of the oldest which deal with the sub- 
ject, because they have been so widely quoted and their conclu- 
sions so frequently accepted. An attempt has been made to criti- 
cize these older reports briefly and to arrange them into groups 
which show the gradual change in opinion upon this subject in the 
last 35 years. A study has been made of the blood-pressure of 618 
women whose pregnancies at the time were presumed to be normal 
and of 284 women who suffered from the various toxaemias 
of pregnancy, and conclusions have been reached which seem to 
agree with the opinions held by the majority of more recent 
writers; and last of all an explanation is suggested of certain of 
the phenomena noted in the study of this series. 

One of the earliest references to the effect of pregnancy upon 
the blood-pressure is contained in a communication made by 
Wiesner’ to the Leipzig Obstetrical Society in June 1899. He 
used the original Riva-Rocci apparatus and palpatory method 
and found a slight rise in the systolic blood-pressure in the later 
months of pregnancy. During labour he observed a rise in 
pressure with each uterine contraction and a fall to normal between 
the pains; as labour advanced the pressure remained elevated 
between pains and a maximum was reached during the expulsion 
of the child. Immediately thereafter there was an abrupt fall in 
pressure, often to below 100 mm. Hg., and, although it rose later, 
the blood-pressure during the puerperium remained below its 
level in late pregnancy. He also studied the effect of eclampsia 
upon the blood-pressure and found it subject to remarkable 
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variations, with a sharp rise just before a convulsion and a level 
as high as 280 mm. Hg. immediately thereafter. 

Wiesner’s conclusions seem to have caused some surprise, 
especially his statement that the blood-pressure is very high in 
eclampsia and very low during the puerperium, although de Snoo 
has pointed out that Schedoff and Porockjakoff* drew attention . 
to the high blood-pressure of eclampsia in 1884 and Vaquez and 
Nobecourt® confirmed it in 1896. Kroénig* accepted Wiesner’s 
view that the blood-pressure is elevated in the later months of 
pregnancy, and gave it as his opinion that this indicates an 
increased demand made upon the heart at this period. He 
attributed the very high pressure of eclampsia to spasm of the 
peripheral vessels. Later Krénig and Futh’ confirmed the findings 
of a slow rise in blood-pressure during pregnancy, a further rise 
during labour, and a gradual fall during the puerperium. 

In 1908 Slemons and Goldborough* published their studies on 
blood-pressure. They accepted Erlanger’s’ statement that the nor- 
mal blood-pressure of a non-pregnant woman 20 to 25 years old is 
110/65, with a pulse-pressure of 45 mm. Hg., and concluded that 
as pregnancy advances the blood-pressure rises (average 127/74 
and pulse 53 mm. Hg.); a further rise takes place during labour, 
followed by a return to approximately normal in the puerperium. 
These authors appear to have been the first to study the diastolic 
and pulse-pressures, and hold that the latter is definitely elevated 
in pregnancy with a greater rise in multiparae (average 60 mm. 
Hg.). They believed they had found an index of the heart’s work 
and stated that it is very definitely increased during pregnancy. 

Von Jaschke* (1911) was also interested in the effect upon 
the heart’s work, which he believed to be increased by pregnancy 
and labour with an abrupt fall during the puerperium. He 
studied 100 cases and concluded that the blood-pressure rises in 
the latter part of pregnancy, although he recorded that in about 
40 per cent of all his cases, especially young women in their first 
and second pregnancies, the pressures were below those of normal 
women who were not pregnant. He also observed a rise in the 
pulse-pressure during pregnancy. He explained the rise in blood- 
pressure in late pregnancy on purely mechanical grounds: the 
rise of the uterus, the higher position of the diaphragm, the 
relatively transverse placement of the heart, the partial kinking 
or torsion of the great vessels, the increased blood-volume of 
pregnancy, and the ever-increasing demand for blood in the 
uterine area. He also drew attention to the very important 
relation of the splanchnic area to the blood-pressure. Moreover 
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he appears to have been one of the first to recognize that the 
higher blood-pressures accompanied by albuminuria and oedema 
are pathological in origin. 

Von Jaschke quotes Fellner’ who, in 1901, stated that the 
blood-pressure is somewhat elevated during pregnancy and in 
1909 related this finding to hypertrophy of the adrenals and 
increased adrenalin secretion in the second half of pregnancy. 
Von Jaschke admitted that this might be a factor in the elevation 
of the blood-pressure but favoured mechanical causes. He also 
referred to H. Schréder’’® (1902) as having found a rise in the 
blood-pressure of late pregnancy and Vaquez"’ (1906) as stating 
that any rise is pathological in origin. 

De Snoo’* (1922) stated that a rise of blood-pressure is not 
only a constant accompaniment of eclampsia but one of the 
earliest signs of toxaemia of pregnancy. He had become 
convinced from a study of over 500 cases of toxaemia that in 
all severe cases there is a retention of sodium chloride in the 
tissues, and that the first sign of oncoming toxaemia in otherwise 
healthy pregnancies is an oedematous or pre-oedematous con- 
dition which is best recognized by weighing at regular intervals. 
The rise in weight is usually earlier than the rise in blood- 
pressure in his experience, and both precede the appearance of 
albuminuria. The rise in blood-pressure he believed to be 
brought about by salt retention. 

Engelmann"* (1923) found the average systolic blood-pressure 
of 100 healthy pregnant women to be 114 mm. Hg. Only four 
times did he see a pressure of 130 without other evidences of 
toxaemia. He concluded that in about 80 per cent of healthy 
pregnant women the systolic pressure lies between 100 and 130 
mm. Hg., with the majority nearer roo. In 120 eclamptics the 
average systolic pressure was 153, with very wide variations in 
individual cases above and below that level. His statistics give 
more or less of a base line for the systolic pressure of normal 
pregnancy; viz. between 100 and 130 mm. Hg., and show a 
definite relation between rising blood-pressure and toxaemia. He 
appears to have been the first to have established this fact. 

Strassmann™ (1929) reviewed the whole subject concisely 
and thoroughly. He found the authors he quoted divided into 
two schools, one of which believes that pregnancy is accompanied 
by a rise in blood-pressure and the other that pregnancy has no 
characteristic effect upon it. He gives his own support to 
the first group. Those who believe that pregnancy brings about 
a rise in blood-pressure he sub-divided into two groups according 
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as they look for its cause in purely mechanical bodily changes, or 
in chemical or neuro-chemical factors. Those in the first group 
believe that the increased size of the uterus and other physical 
changes incident to pregnancy bring about a physiological rise 
in blood-pressure as term approaches. Those in the second group 
might be divided, although he does not definitely do so, into two 
groups of which the first believes the rising blood-pressure of late 
pregnancy to be due to changes in the vegetative nervous system 
more or less closely related to a supposed increase in adrenalin 
secretion, and the second that its cause is a toxaemia of which 
the elevation in blood-pressure is only a sign and, therefore, 
pathological. This group includes de Snoo, who regards any rise 
in blood-pressure during pregnancy as a manifestation of toxaemia, 
and Schlossmann, who looks upon it as the best available index 
of the degree of toxaemia present, surpassing in its usefulness 
any chemical tests of renal function. 

Strassmann studied 230 cases, 145 primigravidae and 85 multi- 
parae, beginning his observations at the seventh or eighth month, 
because ‘‘in the first six months the blood-pressure is unchanged’’, 
a statement for which he does not offer any proof. Like many 
others he regards the systolic pressure as being of greater import- 
ance and places the normal in the neighbourhood of 120 mm. Hg. 
though he wisely refuses to set an arbitrary limit to what is physio- 
logical or pathological. The results of his study indicate that 
48 per cent of all cases show a rise of 10 mm. Hg. or more in 
the last three months but 44 per cent of primigravidae and 47 per 
cent of multiparae do not show any change and 6 per cent and 
6.5 per cent respectively show a fall of 10 mm. Hg. or more. The 
blood-pressure of multiparae, regardless of age, is higher than that 
of primigravidae. After labour the pressure falls in 80 per cent of . 
cases to below 100 mm. Hg., which he believes to be sub-normal. 

Strassmann observed the urinary findings and the occurrence 
of oedema in his cases, and found ‘‘as little connexion with 
blood-pressure as other authors’ have done. Many of the women 
in his series showed pressures of 150 to 200 mm. Hg. without any 
urinary abnormality or any disturbance at labour, from which 
he concludes ‘‘values, therefore, up to 150 mm. Hg. must be 
regarded as physiological and call for no special anxiety.”’ 

Since Strassmann has observed a rising blood-pressure in the 
third trimester of pregnancy in 48 per cent of all his cases, he 
concludes that this is physiological and regards it as an accomo- 
dation of the body, as a whole, to the new physical and chemical 
demands made upon it by pregnancy, which he looks upon as 
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‘‘a natural accomplishment of the female organism.’’ With the 
higher demands go greater dangers, and the boundary between 
the physiological and the pathological must be regarded as a fluid 
one: ‘‘however, what the majority of women pass through with- 
out any visible damage must be accepted as physiological.’’ This 
includes the hypertension of pregnancy. 

Schwartz’ (1929), who worked under Zangemeister, takes a 
very different view of the whole question. He believes that in 
normal pregnancy the blood-pressure is normal (i.e. as in the 
non-pregnant condition) and averages about 120 mm. Hg. It 
does not rise toward the end of pregnancy but reacts more easily 
to factors which would cause a transient rise in non-pregnant 
women. He looks upon any rise in blood-pressure during preg- 
nancy, labour, or the puerperium, as the most important sign of 
threatening eclampsia, and says that though all other pre-eclamptic 
signs fail he has “‘never yet seen a complete absence of any rise 
in blood-pressure in the whole course of a pre-eclampsia or 
eclampsia,’’ in which statement he is in agreement with de Snoo. 
He does not regard the absolute values as of as great importance 
as sudden rises, and finds a characteristic of the blood-pressure 
in pre-eclampsia to be its variability. In toxaemic patients the 
post-partum fall to normal is very variable, but is apt to take 
longer in eclamptics than in pre-eclamptics. 

Faught’® (1926) reported on ‘‘the blood-pressure and urinary 
findings in 100 cases of normal pregnancy,’’ but he included in the 
series a large number of cases with systolic and diastolic blood- 
pressures as high as 190 and 110 mm. Hg. respectively, and with 
albumin and even casts and red blood-cells in the urine. The 
most noteworthy point which he makes is that the average systolic 
pressure of his 100 cases was 117 mm. Hg., which would suggest 
that the majority must have pressures nearer 100 mm. Hg. He 
concludes that a study of blood-pressure is of very little assistance 
in the diagnosis of oncoming toxaemia and that blood studies of 
nitrogen and carbon dioxide combining power are of more valuc. 
Norris"’ in discussing his paper stated that 80 per cent of pregnant 
women haye systolic pressures of 100 to 130 mm. Hg. and the 
majority are nearer 100 mm. Hg. 

Cornell’* (1929) studied 1,000 cases and takes a very much 
more serious view of any rise in blood-pressure, and believes that 
a systolic reading of over 130 mm. Hg. demands special attention 
for the patient concerned. He found the pulse-pressure to be high 
during pregnancy, 47 to 50 mm. Hg., and believes that a diastolic 
pressure which remains above the average calls for caution. In 
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his series were 27 patients whose systolic pressures, throughout 
pregnancy were below 100 mm. Hg., and none showed any abnor- 
mality save one whose labour was premature. He divided his cases 
into three groups according as their systolic pressures were below 
129 mm., between 130 and 139 mm. and above 140 mm. Hg. In 
the first group the blood-pressure, he says, is below that of non- 
pregnant normal women; in the second group there ‘‘appear the 
potentially toxic cases’, and in the third group ‘‘appear all the 
toxic cases’’. His studies indicate clearly the importance of careful 
blood-pressure readings in relation to the diagnosis of toxaemia, 
and suggest that the normal effect of pregnancy is to lower the 
blood-pressure. 

P. F. Williams’* (1930) reported upon 50 women whose blood- 
pressures remained below 100 mm. Hg. throughout pregnancy 
with the exception of one who developed eclampsia. Though he 
was struck by the relative infrequency of ‘oxaemia in the women 
of this group, he looks upon their low blood-pressure as evidence 
of a life-long constitutional inferiority. B.C. Hurst*’ in discussing 
his paper said: ‘“‘there is a persistent tendency in all pregnant 
women to low blood-pressure,’’ and he related this fact causally 
to the pregnancy and thinks it may be due to lack of cardio- 
vascular development to deal with increased blood-volume. 
Schwartz” and Culbertson” taking part in the discussion agreed 
with Hurst that something in the pregnant state leads to a low 
pressure. 

Simon*” (1931) makes the surprising statement that blood- 
pressure estimations were not at the time obligatory in ‘‘any uni- 
versity maternity clinic in Scandinavia.’’ Apparently for this 
reason he made a critical study of the blood-pressure in 986 cases 
to determine if it could be used as a means of diagnosing early 
toxaemia. He takes 110 to 130 mm. Hg. as the normal pressure of 
healthy women between the ages of 18 and 40 years, and if any of 
his patients showed a rise in pressure to above 130 mm. Hg. she 
was observed closely without any treatment in order to learn how 
soon and how often the other symptoms of toxaemia would 
appear. He does not say if these women were confined to bed or 
not. The study he made was rather an elaborate one but his 
conclusions may be summarized very briefly. Healthy pregnant 
women do not show any rise in blood-pressure, but in about one 
third of albumin-free patients there is a rise of pressure in later 
pregnancy, and it is in this third that the toxaemic cases are 
found. This fact, he thinks, has led those who have studied 
small series to conclude that pregnancy leads to a physiological 
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rise in blood-pressure ; his own view is that all cases with elevated 
blood-pressure are victims of a toxaemia of which this may often 
be the only symptom. In 27 per cent of all his toxic cases the 
elevation of blood-pressure was the only sign of toxaemia, and 
in a further 25 per cent is preceded any other sign by one week 
to three months. 

In 1932 Browne* published a short paper ‘‘to call attention 
to the fact that an elevation of blood-pressure may precede the 
appearance of albumin in the urine.”’ Out of 48 cases of 
undoubted toxaemia of pregnancy in which chronic nephritis 
and other causes of hypertension could be ruled out, 13 showed 
a rise in blood-pressure from 11 to 89 days before the appearance 
of albuminuria. He appears to be the first to have noticed that 
an irregularity in blood-pressure in early pregnancy with 
transient falls and rises is frequently followed in later pregnancy 
by more permanent elevation accompanied by albuminuria, 
cedema, or other signs of toxaemia. 

The older group of those who have studied this subject, which 
may be represented by Wiesner, von Jaschke, Slemons and 
Goldborough, believed that normal pregnancy leads to a rise 
in blood-pressure and an increase in the heart’s work, although 
an occasional observer, like Vaquez, said that any rise in 
pressure was pathological and due to a toxaemia. Wiesner 
was studying a new subjeci, and when he found a slight hyper- 
tension in late pregnancy in apparently healthy women he, noi 
unnaturally, concluded that it was a normal accompaniment of 
the pregnant state. Von Jaschke made a more critical study 
and noticed that over 40 per cent of his younger, and hence 
probably undamaged patients, had unusually low pressures, 
below those of non-pregnant women. But since a small majority, 
among whom must have been a good many toxic patients, had 
more or less elevated pressures he disregarded those in the low- 
pressure group, and based his conclusions on those with the 
higher pressures. Slemons’ and Goldborough’s paper has been 
much quoted, but when it is realized that they have studied 
only five multiparae and five primigravidae for nine to 102 
days ante-partum and for two weeks post-partum, it will be 
seen that their conclusions do not rest on any very firm founda- 
tion. Like their predecessors and many who followed them 
these authors accepted as normal any pregnancy, no matter 
what the blood-pressure might be, so long as albuminuria, 
oedema, and casts were wanting. 

Among the more recent authors to claim a physiological rise 
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in blood-pressure during late pregnancy are Strassmann and 
Faught.’ Strassmann made a very careful study of the literature 
and observed a considerable series of patients, but based his 
conclusions on the findings in 48 per cent of his series, though 
he referred to, but neglected, the fact that 52 per cent had normal 
or sub-normal blood-pressures. In this error he has followed 
the example of van Jaschke. A more critical attitude towards 
those women whose pressures reached 150 to 200 mm. Hg. would, 
no doubt, have led him to place them on the pathological side 
of any boundary, however fluid, between the normal and the 
abnormal, and might have suggested a very definite relation 
between high blood-pressures and urinary abnormalities; a 
relation which he said he was unable to find. 

Faught’s view seems to have been that so long as the definite 
subjective symptoms of pre-eclampsia and eclampsia are absent 
any degree of hypertension accompanied by almost any urinary 
abnormality is not incompatible with normal pregnancy. His 
conclusions are wholly out of accord with our present views, 
and no other writer has taken so complacent a view of what 
is obviously pathological and recognized as such by von Jaschke 
and earlier writers who, while believing that pregnancy causes an 
elevation of the blood-pressure, recognized a connexion between 
unusually high blood-pressure and albuminuria, haematuria, 
oedema and other generally accepted signs and symptoms of 
toxaemia. 

Kronig, von Jaschke, and other early observers were greatly 
interested in the causation of the supposed rise in blood-pressure 
during pregnancy, and ascribed it to various physical and 
chemical changes in the body. The growing uterus with its 
increased vascular bed and ever-growing demand for blood, the 
increased blood-volume and blood-viscosity which seem to be 
fairly generally ‘accepted as proved, the higher position of the 
diaphragm with its effect upon the position of the heart and its 
supposed kinking or torsion of the aorta and pulmonary artery: 
all these were supposed to increase the blood-pressure and the 
heart’s work. Fellner in 1909 argued that there is an hyper- 
trophy of the adrenals during pregnancy, and a rise in the 
adrenalin output and explained the supposed hypertension on this 
basis. Gessner”* in 1922 argued thai the pressure of the pregnant 
uterus stimulated the adrenals to increased secretion with the 
same result. Louros* (1926) supposed that during pregnancy 
there is a state of vagotonia which causes a marked vasodilatation 
in the splanchnic area and this leads to a compensatory hyper- 
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tension in the peripheral vessels. On this supposition he would 
explain every change in the blood-pressure, not excluding th« 
hypertension of eclampsia. 

But almost from the first there have been those who have 
held that any rise in blood-pressure during pregnancy is 
pathological in its origin. Vaquez (1906) seems to have been 
the first to adopt this view. De Snoo and Engelmann (1923) 
agreed and Schwariz, who studied the toxaemias under Zange- 
meister, held that any rise in blood-pressure during pregnancy, 
labour, or the puerperium, is the most important single evidence 
of threatening eclampsia, and was the first to point out the 
importance of variability in the blood-pressure curve as a 
characteristic of pre-eclampsia. Cornell also emphasized that 
normal pregnancy does not produce any rise in blood-pressure 
and clearly demonstrated that the clinical toxaemias occur in 
the group of cases which shows hypertension of any grade. The 
studies of Simon®* and of Browne have shown that far from 
there being a physiological rise in blood-pressure during pregnancy, 
a rising blood-pressure is frequently the earliest evidence of an 
oncoming toxic condition and may precede by days, and even 
months, the appearance of the more obvious symptoms and signs; 
and Browne has shown the importance of early, transient, and 
often relatively slight hypertension as a precursor of an outspoken 
pre-eclampsia in later pregnancy. 

The chief attention has been paid by nearly all writers to the 
systolic pressure and many have neglected the diastolic and 
pulse-pressures entirely; but Slemons and Goldborough claimed 
that the pulse-pressure is elevated in pregnancy, and this was 
confirmed by von Jaschke who supposed that it had to do with 
an increase in the heari’s work. Faught’s average blood-pressure 
of 117/65 mm. Hg. with a pulse-pressure of 52 mm. Hg. indicates 
a relative lowering of the diastolic pressure and increase in the 
pulse-pressure and Cornell’s findings are in agreement. 

None of those whose work is reviewed have made any claim 
that the blood-pressure, both systolic and diastolic, is lowered 
by normal pregnancy, but both von Jaschke and Strassmann 
remarked that a certain number of their patients had pressures 
below those of a normal non-pregnant woman, and so did Cornell. 
Moreover, Faught’s figures indicate a lowering of the blood 
pressure in normal pregnancy, for in 100 patients on whom he 
made only 600 observations, of which 98 gave systolic readings 
above 130 mm. Hg. and diastolic as high as 116 mm. Hg., the 
average was 117/65 mm. Hg.; so that his really normal patients 
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must have had an average blood-pressure considerably lower 
than that. And P. F. Williams’s 50 patients whose systolic 
pressures were all below 100 mm. Hg. may well suggest that 
this was not an evidence of physical inferiority but the effect 
of normal pregnancy on healthy women. At any rate Norris, 
in discussing Faught’s paper, and Hurst, Schwartz and Culbertson, 
in discussing that of Williams, pointed out that they had noticed 
clinically a marked tendency to low blood-pressure during 
healthy pregnancy. 

It would, therefore, appear that the bulk of opinion is on the 
side of those who hold that there is no such thing as a physio- 
logical rise in blood-pressure during pregnancy, and that on the 
contrary any degree of hypertension is to be regarded as 
pathological in its origin and an indication of a toxaemia of which 
in many cases it is the earliest and not infrequently the only 
evidence. There is also some reason to believe that normal 
pregnancy actually lowers the systolic and diastolic pressures 
with a subsequent rise in pulse-pressure. 

Not many authors have stated what they believe to be the 
normal blood-pressure of non-pregnant women of child-bearing 
age. Slemons and Goldborough quote Erlanger’s statement 
that the normal pressure of non-pregnant women aged 20 to 
25 years, is 110/65, and Schwartz places the normal at about 
120 mm. Hg. The Sun Life Assurance Company of Canada has 
kindly furnished the following table which shows the blood- 
pressure of non-pregnant women at various ages : 


TABLE I. 
Average blood-pressures of women not pregnant. 


Age Systolic Diastolic Pulse-pressure 








20 116 77 39 
30 I19 79 40 
40 124 82 42 


50 130 85 45 
60 134 87 47 





There is no lack of statements regarding the normal blood- 
pressure of pregnancy, but the statements of various writers 
show a good deal of difference of opinion. Zangemeister held 
that go to 120 mm. Hg. was the normal systolic level. Gessner, 
Engelmann, Schlossmann, Schwartz and Strassmann place it at 
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120 to 125 mm. Hg., although Strassmann says that values up 
to 150 mm. Hg. must be regarded as physiological. Cornell 
and Simon, apparently to avoid any appearance of prejudice, 
place its upper limit to 1330 mm. Hg. On the whole, therefore, 
it would appear that the average systolic pressure of pregnancy 
is most commonly held to be practically that of non-pregnant 
women, although, as already mentioned, a number of observers 
have held that it is not infrequently lowered by pregnancy, and 
others have held that this is the rule. 

Since the views of those who have studied this subject show 
a certain lack of agreement, it was thought to be worth while 
to study a series of normal and abnormal cases in order to learn 
how pregnancy, both normal and abnormal, affects the blood- 
pressure and how our findings agree with the usually accepted 
opinions upon this point. The results of this study are set forth 
in six charts and the following paragraphs which comment upon 
them. The charts were prepared by finding the average of the 
blood-pressure readings of a rather large number of pregnant 
women at their more or less regular visits to the antenatal 
clinics of the Royal Victoria Montreal Maternity Hospital. The 
number of readings at each monthly or weekly visit varied 
somewhat because it is impossible to persuade public patients 
to attend the clinics as regularly as might be desired. However, 
at each visit the number of observations were sufficient to give 
a very good idea of the average systolic, diastolic and pulse- 
pressures of a large number of women. The averages so obtained 
were then arranged in the form of graphs in order to show the 
average variations in blood-pressure throughout nearly the whole 
of pregnancy. 

The first chart shows the average blood-pressure of 618 women 
whose pregnancies were presumed to be normal. In the prepara- 
tion of this chart there were included a number of women whose 
blood-pressure was moderately elevated but did not show any 
other signs or symptoms of toxaemia. In spite of their inclusion 
the average systolic blood-pressure throughout pregnancy was 
found to be 120 with a maximal variation of 9 mm. Hg., from 
115 at the third month to 124 at term; the diastolic pressure 
averages below 70 with a maximal variation of 6 mm. Hg., 
from 65 at the fourth month to 71 at term. There is no 
evidence here of a physiological rise in blood-pressure in late 
pregnancy unless the rise of 4 mm. in the last three weeks 
can be so regarded. There is, however, proof of the fact that 
normal pregnancy is accompanied by a normal, or slightly lower 
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than normal, systolic pressure and a definitely lowered diastolic 
pressure and a high pulse-pressure which scarcely in the whole 
of pregnancy falls below 50. That this is the case is also indicated 
by the fall in pulse-pressure after delivery, and the greater rise 
in diastolic than in systolic pressure during the early days of 
the puerperium. 

The second chart subdivides the series into primigravidae 
(235) and multiparae (383) and disproves the generally accepted 
notion that the blood-pressures of multiparae irrespective of age 
are higher than those of primigravidae. They are remarkably 
nearly the same, and if there is any advantage it is on the side 
of the multiparae whose blood-pressure seems to be a little less 
subject to variations than that of the primigravidae. 

The third chart represents the various pressures of 222 cases 
of pre-eclampsia. There are three features worthy of note in this 
chart. The first is that an elevated blood-pressure is present 
from the second calendar month onward, and that it continues 
to rise gradually throughout pregnancy; this is true of both 
systolic and diastolic pressures. The second point is that the 
blood-pressure of pre-eclampsia is much more variable than that 
of normal pregnancy, and this becomes very evident when one 
considers individual cases, the great variations of which are 
relatively blotted out when an average of a large number of 
readings is made. 

The third point is that the diastolic pressure rises more 
rapidly than does the systolic. This is especially true of the last 
four months of pregnancy when pre-eclampsia is becoming a 
more serious matter. This means an increase in the constant 
peripheral resistance against which the heart must pump the 
blood and a fall in the pulse-pressure or the head of blood 
circulating in the arteries from a very high level to a level which 
at term is definitely below that of normal pregnancy. This 
would appear to make a greater demand on the heart and 
diminish the efficiency of the circulation. And if this be granted 
it would suggest that a rising diastolic blood-pressure, or a low 
pulse- -pressure is more important as an index to toxaemia than 
a rise in the systolic pressure by itself. 

If we look at the post-partum side of the chart the drop in 
blood-pressure is obvious but the drop in diastolic pressure is 
greater than in systolic, which is opposite to what was found 
in the normal cases, and there is actually a rise in pulse-pressure 
as against a normal fall after delivery. 

The fourth chart represents 40 cases of chronic nephritis, a 
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number too small to allow of drawing any conclusions. It shows 
a high pressure from very early in pregnancy as would be ex- 
pected, an increase thoughout pregnancy which is relatively 
greater in the diastolic; the pulse-pressure is a little higher than 
in the pre-eclamptic cases, but as in them it tends to fall towards 
term. The expected fall in blood-pressure after delivery does 
not take place to any extent, and this is characteristic of the 
condition and an aid in differentiating it from the true pregnancy 
toxaemia. The irregularity in the curve is partly due to the 
small number of cases. 

The fifth chart represents 22 cases of eclampsia. Here again 
the early appearance of high blood-pressure is clearly demon- 
strated, and while the greatest elevation is seen in the last three 
months, there is an elevated pressure at least from the fourth 
month onward. But here, as the pressure reaches higher levels, 
the rise in diastolic and the relative fall in pulse-pressure is 
quite evident. After delivery the fall in pressure is very definite, 
unlike the findings in chronic nephritis. The small number of 
cases again makes it impossible to draw definite conclusions. 

The sixth chart, which shows the average pressure for all 
toxic cases, closely resembles the chart of pre-eclampsia and 
confirms the observations made concerning it. 

It would, therefore, seem safe to offer the following conclu- 
sions from a study of the foregoing charts: 

1. There is no rise in systolic or diastolic blood-pressure 
during normal pregnancy. 

2. There is a marked fall in diastolic pressure and rise in 
pulse-pressure in normal pregnancy, and some evidence for 
believing that the systolic pressure is lower than in the non- 
pregnant state. 

3. The toxaemias of pregnancy, pre-eclampsia and eclampsia 
do not appear without warning in the last few weeks of preg- 
nancy; on the contrary they have given warning of their ap- 
proach for days, weeks, or even months, in the form of an eleva- 
tion and irregularity in blood-pressure which is often recognizable 
in the first trimester. In the later and more severe course of the 
toxaemias a disproportionately high diastolic pressure and an 
abnormally low pulse-pressure appear to be definitely proven. 

4. Any rise in blood-pressure during pregnancy is patho- 
logical in its origin and an evidence of the presence of some 
degree of toxaemia. 

The assumption that pregnancy makes added demands upon 
the heart was based chiefly upon the claims of Wiesner, Kroniz 

920 





EFFECT OF PREGNANCY UPON THE BLOOD-PRESSURE ~ 


and Fiith, von Jaschke, and Slemons and Goldborough that 
normal pregnancy induces a rise in blood-pressure. These 
authors argued that there is an ever increasing demand made for 
blood by the uterus, in which and in its surroundings there is a 
very greatly increased vascular bed, with concurrent increase in 
the blood-volume and in the blood’s viscosity. These three factors 
together with others of a mechanical nature, such as the pressure 
of the rising uterus upon the thoracic organs, they believed make 
increased demands upon the heart, which responds by a rise in 
blood-pressure, and in this way they explained the elevation of 
blood-pressure which they believed to be normal in the last 
trimester. But von Jaschke did not make any attempt to ex- 
plain the 40 per cent of his cases, the pressures of which were 
normal or lower than normal throughout pregnancy. 

It has been demonstrated that there is no rise in blood- 
pressure in normal pregnancy, but the various mechanical factors 
which Wiesner, von Jaschke and others thought would give rise 
to a rise in the blood-pressure deserve some consideration. Of 
these the most important are: (I) the vascular bed through which 
the blood must be propelled; (2) the volume of the circulating 
blood; and (3) the viscosity of the blood. 

Of the increased vascular bed through which the heart must 
send the blood there cannot be any doubt. 

In 1934 Dieckmann and Wegener®’ made a careful study of 
the blood-volume throughout pregnancy and the puerperium of 
normal women and concluded that as early as the thirteenth 
week there is an increase of 16 per cent in blood-volume and 18 
per cent in plasma-volume, while at term the average increases 
amount to 23 and 25 per cent respectively. In their review of 
the literature dealing with this question they found nine out 
of eleven authors who agree with their conclusions. Schénholz** 
has also studied this question and finds a smaller rise than 
did Dieckmann and Wegener, but this is probably, as the 
latter point out, due to the fact that he began his observations 
late in pregnancy and missed the large increase in volume which 
they noted in the first twelve weeks. 

Whether there is an increase in the viscosity of the blood 
during pregnancy is less certain. There appears to be a fairly 
general impression that such an incréase exists, and Chevallier 
and Gaucherand*” in 1930 reached this conclusion as a result 
of their observations. Dieckmann and Wegener, however, 
found that the plasma increases to a greater extent than does 
the total blood-volume, and argue that the viscosity is lowered. 
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Esiaschwili*® (1933) also concluded that in normal pregnancy 
the viscosity of the blood is decreased. 

If the heart is called upon to pump a larger volume of blood 
through a greatly increased vascular system it is plain that th: 
demands upon the heart during pregnancy will be considerably 
increased over those of the non-pregnant condition, unless there 
is some mechanism whereby it is enabled to carry the heavier 
load without expending more energy. 

Stander*'; ** and his associates have found that during the 
latter half of normal pregnancy the cardiac output per minute 
is increased by over 50 per cent, and conclude that ‘‘as normal 
pregnancy is not associated with an appreciable fall in blood- 
pressure it is apparent that normal gestation is accompanied 
by a marked increase in cardiac work,’’ in other words they 
have failed to find evidence of such a mechanism as that sug- 
gested in the foregoing paragraph. 

Dieckmann and Wegener, on the other hand, argue that 
since, as they believe, the blood’s viscosity is lowered during 
pregnancy, there is a proportional lowering in the peripheral 
resistance and this, taken together with ‘‘the slight hypotension 
and normal heart-rate of pregnancy,’’ allows for a greater 
cardiac output and so the heart is enabled to handle a larger 
amount of blood without an undue strain being imposed upon 
it. These authors see in the lowered viscosity and slight hypo- 
tension a mechanism for protecting the heart against the added 
demands made by an increased volume of blood and a greater 
vascular bed. 

Paradoxical as such a conception may be, there seems to be 
evidence in support of it. In the first place there is a fall in the 
diastolic pressure during pregnancy: that is, the constant mini- 
mal resistance in the peripheral vessels against which the flow 
of blood must be maintained is lower in pregnant than in non- 
pregnant women. Moreover, there is a very distinctly higher 
pulse-pressure during pregnancy—that is, the head of blood 
circulating in the vessels is greater. Or, alternatively, it is easier 
by some 10 mm. Hg. for a woman’s heart to fill her arteries when 
she is pregnant than when she is not. Finally, though Fig. i 
does little more than suggest it, a good deal of evidence in the 
literature which has been reviewed in the foregoing paragraphs 
and the experience of Hurst, Culbertson, Norris, Schwartz and 
others, indicates that the systolic blood-pressure is lowered in 
pregnancy—that is, that the maximal resistance against which 
the heart must work is also lowered. 
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It would seem that during normal pregnancy the blood- 
pressure centre is set to operate at a lower level and that by 
this means the heart and circulatory apparatus as a whole are 
enabled to meet the increased demands undoubtedly made upon 
them without going beyond the limits of their reserves. How 
this alteration in the blood-pressure centre is brought about is 
another question. It is conceivable that it is connected with 
the vast changes in the internal secretions which occur at the 
beginning of pregnancy. Liebhart** has recently stated that 
oestrin brings about a lowering of blood-pressure, and while this 
might appear to be suggestive of a hormonal mechanism, 
Steinkamm and Giesen** were unable to confirm his statements. 

A sort of negative evidence for the existence of some such 
mechanism as has been suggested is found in Fig. 3. Here 
the disproportionately great rise in the diastolic pressure during 
pre-eclampsia, and the fall in pulse-pressure to below the level 
of normal pregnancy, point to a breakdown in some such a 
regulatory mechanism and to a very definitely increased demand 
upon the heart and blood-vessels against which they have no 
protection. That such a sharp increase in the demands 
made upon the circulation is not without permanent effects 
is shown by the great number of women who, after pregnancies 
marked by long lasting hypertension, with or without other 


serious evidence of toxaemia, show in subsequent pregnancies 
a very definite degree of cardiovascular-renal damage. 


CONCLUSIONS. 


The blood-pressure of normal pregnancy tends to be lower 
than in the non-pregnant state. This is especially true of the 
diastolic pressure. As a result, the pulse-pressure is approxi- 
mately ro mm. Hg. higher than in healthy women not pregnant. 

The lower blood-pressure and the higher pulse-pressure, to- 
gether with a probable decrease in blood viscosity, constitute a 
mechanism whereby the heart is enabled to meet the increased 
demands made upon it by the increase in blood-volume and 
vascular area of normal pregnancy without going beyond the 
limits of the cardiac reserve. 
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CoLiTIs is probably the commonest general disease found in 
gynaecological practice. The recent study comprises over 200 
cases, observed during a period of five years. Its diagnosis is 
very elusive, because of the frequency with which its symptoms 
are referred to other systems or organs. But when these vagaries 
are understood, and when the protean characters of the disease 
are properly interpreted, the results are eminently gratifying both 
to patient and physician. The symptomatology is so variable 
that the uninitiated might rightly question the correctness of the 
interpretation. But a careful study of his cases in the light of 
this exposé, will soon convince him of the correctness of 
diagnosis and symptoms. The prompt results of his intelligently 
applied treatment will impress him further. There are very few 
organs in the body that cannot, and do not, take on referred 
symptoms from a chronic mucous colitis, and it is more than 
likely that many more referred symptoms still remain unrecog- 
nized as arising out .of a disturbed intestinal function. 

My interest was first aroused by reading many years ago an 
inspired paper by Marre of Paris, Thése de Paris, 1910. This 
study seems to have passed almost unnoticed by the medical 
profession, though it had been preceded by several shorter papers 
upon the same subject by his teachers. By careful clinical 
observation I have been able to confirm practically every 
statement Marre had made, and have added a great deal of 
knowledge which leads to a better understanding of this clinical 
entity. For ease of description and order, it will be well to divide 
the subject into headings corresponding to systems that exhibit 
the major symptoms, and claim the high colours of the clinical 
picture. 
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1. Simple colitis. 

2. Complicated colitis. 

3. Referred colitis. (a) Cardiac, (b) cerebral, (c) appen- 
dicular, (d) renal, (e) pulmonary, (f) cholecystitic, (g) gastric, 
(h) pelvic, (7) rectal, (j) articular, (k) myositic. 


Simple Colitis. 

Pain is the chief symptom. It is seldom acute; usually a 
dull ache, and in the early stages of the disease may not vary 
much in intensity. This symptom may date back for years, 
though the initiation of the aetiological factor nearly always 
dates back to neglect in childhood. Frequently the pain is 
general over the abdomen, with waves of intensity over long 
periods, and aggravated by indiscretions in diet, severe nervous 
strains and exposure of the body to sudden changes of tempera- 
ture. In some instances the pain, though general, has local 
points of greater intensity, which may be fixed or may change 
their location. In many cases the pain is persistently local with 
a negligible general abdominal discomfort. When the pain 
becomes fixed and local it may be extremely difficult, at times 
impossible, to exclude organic disease of any important organ 
underlying the site of distress. Particularly is this the case when 
the caecum is the seat of the discomfort, for in these circum- 
stances, the symptoms may so simulate appendicitis as frequently 
to render a diagnosis impossible, except by a careful history and 
other painstaking accessories. Moreover, a combination of colitis 
and appendicitis is not uncommon. When, on the other hand, 
the pain is persistently in the region of the hepatic flexure, the 
symptom and the accompanying tenderness may closely resemble 
those of cholecystitis. If the splenic flexure is the seat of the 
major intestinal malfunction and discomfort, the symptoms may 
be frequently referred to the heart and breast, causing pain about 
the praecordium. 

The sigmoid is the commonest location of the pain of colitis, 
which is frequently mistaken for renal or tubo-ovarian disease. 

The intensity of the discomfort varies from a mild burning 
sensation to acute spastic pain Constipation is the rule in 
these cases. The history of constipation dates back to childhood. 

In a smaller percentage of cases the bowels move regularly, 
but it is merely a partial evacuation. The upper colon is then 
found to be loaded with more or less plastic faeces. In a still 
smaller number there is not any evidence whatever of intestinal 
stasis. On the contrary, X-rays may show a high degree of 
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motility, in which circumstances the rapid propulsion of the 
ill-prepared food may be the chief cause of irritation. Chronic 
irritation by infection or malfunction leads to one of two, or 
both, manifestations. These are hypersecretion or hyperplasia. 
The great majority of the cases give a history of an excess of 
glary mucus in the intestinal motions. Particularly is this the 
case when the sigmoid is the chief seat of the disease. When, 
on the other hand, the caecal region is chiefly affected, the 
motions are often scybalous and covered with a coating of 
inspissated white mucus. When the disease has been of long 
duration the mucus is often blood-streaked, and a strong purga- 
tive will frequently bring away a large quantity of bright blood 
which completely colours the residual water in the closet. The 
pain and tenderness are frequently greatly increased by the 
administration of a cathartic. The quantity of faecal evacuation 
varies greatly periodically for days. At times the motion is 
hard and scybalous, though daily. This may persist for several 
days, during which time the abdominal symptoms are more 
pronounced. Then may follow several days of two or more 
soft evacuations in which there is a great deal of mucus and 
crepitation. The symptoms improve during this period, and 
there is a feeling of well-being for a few days following it. The 
location of the major pain may change without apparent reason. 
Especially is this the case when the whole bowel is affected. In 
one exacerbation it may be the ascending colon; in the next the 
hepatic flexure, then the splenic, and not infrequently the patients 
can follow the progress of the disease along the large bowel. 


When the rectum becomes involved, there is a burning 
sensation after evacuation, and a feeling of tenseness and in- 
completion. This is frequently interpreted by the lay mind as 
haemorrhoidal. Where haemorrhoids do co-exist they become 
exceedingly painful, tend to bleed, and often become thrombosed. 
When the rectum is acutely involved, the act of being seated is 
very painful as if a sharp instrument was being thrust upward 
from the coccyx to the navel. Also patients awaken in the middle 
of the night with a dull pain in the abdomen which does not pass 
off until the bladder is emptied. 


Physical examination of the abdomen may be quite negative. 
However, this is not the rule. Generally there is tenderness. 
This may be general, or diffuse; or it may be local, over the whole 
colon, or part of the colon. The caecum, transverse or descending 
colon, may be very tender and spastic and one can trace the 
organ as a rope through part of the abdomen. The tenderness 
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is often quite persistently local. The favourite locations are the 
descending, ascending and transverse regions, given in the order 
of their frequency. In many instances the sigmoid colon or 
caecum may occupy the pelvis and pelvic disease may be simu- 
lated not only in symptomatology but on palpation. Backache 
is one of the most constant symptoms. It varies in intensity with 
the abdominal malfunctions. It is felt chiefly about the lumbar 
region, simulating rheumatic, or pelvic, or static derangements. 
Not infrequently the backache is referred to the interscapular 
space. Especially is this the case when there is associated 
gastric distress. In involvement of the hepatic or splenic flexures 
ihe pain is not infrequently referred to the corresponding shoulder, 
thereby simulating disease of the gall bladder or cardiac disease. 


Complex Cases. 


These are but an exaggerated form of the previous group. 
The simple types may pass insensibly into the complex class 
merely by chronicity and slow aggravation of malfunction. 
This is the rule. But in a few instances one might easily gain 
the impression that the major symptoms have started without 
precursors. A closer inquiry into these cases rarely fails to elicit 
the symptoms of simple chronic colitis. 

What are the major symptoms? The onset is very varied, 
and may affect any, or many, systems before the development 
of the characteristic symptoms which stamp the disease. The 
characteristic symptoms are the insidious onset of abdominal 
cramps, usually felt at first about the umbilicus, and a little later, 
a great urgency of defaecation. 

The first bowel motion is solid, and is usually expelled 
with great propulsive force. The cramps continue for a time. 
The patient is frequently vertiginous, becomes bathed in a cold 
perspiration, feels chilly, the pulse becomes thready, vomiting 
often precedes or is synchronous with the bowel movement, and 
the patient may not know which is the more urgent. She looks 
ghastly pale, and feels very faint, and may lose consciousness 
for a time. Shortly after being put back to bed, there is another 
rectal urgency. This time the general symptoms may return 
with varied intensity. The evacuation is now liquid and intensely 
foul. Rectal tenesmus is often severe. Usually, after several 
movements, the general and local symptoms subside, leaving 
the patient temporarily weak and inordinately thirsty. In cer- 
tain instances the bout lasts longer, but it is always followed 
by a period of several days of well-being. These bouts are variable 
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in their frequency, at first several times in a year, later monthly 
or weekly. Usually they are preceded by a period of more 
obstinate constipation accompanied by a feeling of abdominal 
fullness. There are frequent headaches and loss of appetite before 
the onset. 

The attacks may come on at any time of the night or day. 
But there is a strong tendency for them to appear at two distinct 
periods, during a meal or in the middle of the night. Marre 
explains this in the first instance by the excitation of peristalsis 
through the ingestion of food, and in the second instance by the 
irritation of a surfeit of food reaching the caecum, four to six 
hours after the evening meal. In such instances, nightmares 
frequently immediately precede the attack, and on awakening 
there is a fear of impending death. Many cases of both types have 
come under observation, but the former predominates. That 
there is a toxic element which awakens the splanchnic nerves, 
causing them to become temporarily supersensitive, can be 
stated with assurance, as will be outlined later. The charac- 
teristic signs in this type of case are the bowel urgency, abdo- 
minal cramps, and the bout of diarrhoea, first solid evacuations, 
later liquid, foul and explosive. The onset of an attack may 
often be precipitated by taking a purgative. 


REFERRED SYSTEM—SYMPTOMS WHICH MAY PRECEDE THE Bout. 


Cerebral and Ocular. 

It is common to find a persistent vertigo come on without 
premonitory signs. This may precede the bout by several days. 
After several attacks the patient associates the vertigo with the 
intestinal symptoms, but in the first attacks the vertiginous state 
may cause a great deal of anxiety. Patients suspect cardiac 
and cerebral disease. In one case the patient was told by her 
physician that it was due to her ears. The vertigo may come on 
so suddenly that a patient may have to seek support. One of 
these patients had such a short interval between the onset of 
the vertigo and the diarrhoea, that even in her primary discomfort 
she must seek early shelter. When the abdominal symptoms set 
in, or shortly before, blurring of the vision is common, frequently 
deepening into total blackness. Occasionally there may be 
flashes of light before the eyes. 


CARDIAC AND PSEUDOCARDIAC SYMPTOMS. 
The commonest effect upon the circulatory system is the rapid, 
thready pulse during the attack. This, and the pallor, strongly 
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suggest to the unwary the possibility of the trouble being prim. 
arily cardiac. Coupled with this is the frequent loss of conscious- 
ness, either as the initial symptom or as a concomitant of the 
evacuation. The unconscious state may be very prolonged, 
lasting at times several minutes with relapses. 

Almost as frequent as the syncopal attacks, are those of 
praecordial pain and pseudo-anginal symptoms. There are many 
patients going about believing themselves to be suffering from 
heart disease though the primary condition is intestinal. Under 
proper treatment the cardiac symptoms subside promptly and 
for all time. In my group are several intensely interesting cases. 

Mrs. H. was the victim of cardiac asthma. Her life was a 
burden to her. She had been in one of the largest hospitals of 
the city as a private patient for six weeks. Every test of the 
heart was made, and treatment was without avail. After the 
rest in hospital she was recommended to go to Atlantic City, 
where she nearly died. She was brought back to Montreal 
in an ambulance, and as all hope of a cure was abandoned at 
the hospital, she had given up treatment and was prepared to 
die. Uterine haemorrhage came on, and I was called. The 
patient was orthopnoeic, holding on to the sides of the bed, the 
easier to get her breath; she was deeply cyanosed, and had not 
been out of bed for weeks. The asthma dated back in its attacks 
for two years, but of late they grew more frequent, and the last 
one had continued without amelioration for 10 weeks. The 
history was definitely that of constipation and colitis. The 
large bowel was the size of my forearm, tender and hard. One 
could not hear anything of her heart sounds owing to the asth- 
matic wheezing. Dr. Campbell Howard, whom [I had called, and I 
decided to evacuate the bowel with castor-oil in huge doses, and 
lavages. The amount of faecal material, like old, foul, chopped 
hay, that came away was unbelievably large. The patient 
soon began to show signs of recovery and in two weeks was 
quite normal, and now, four years later, she has not had any 
recurrence of cardiac or pulmonary symptoms. 

Two years ago I was called in great haste by Dr. Eidlow to 
see a young girl, a stenographer, who, while sitting at her evening 
meal, suddenly fell over in a syncopal attack. Dr. Eidlow was 
called, and upon his arrival she was recovering consciousness; 
she had sighing respirations, extreme pallor, and a small thready 
pulse. Menstruation had started that afternoon. Internal haemor- 
rhage, possibly due to ectopic gestation, was suspected. Upon my 
arrival, the patient was still very pale, her pulse was now normal, 


930 





MUCOUS COLITIS 


menstruation was regular and normal, and the abdomen practic- 
ally negative. Recto-pelvic examination was negative. On ques- 
tioning the patient, she stated that as soon as she had regained 
consciousness she had an urgent desire to evacuate her bowels, 
a solid movement, then she again felt faint, with abdominal 
cramps and cold perspiration; and the bowels had moved once 
since, very foul and burning. She had burning micturition also 
for 24 hours before the onset of the attack. She also stated that 
she had been constipated for years, and had been worse of late, 
and that she had had several similar but lesser attacks widely 
spaced without previous loss of consciousness. Under treatment 
these have not recurred. 

Praecordial pain is a common symptom in those cases in 
which the splenic flexure and the descending colon are chiefly 
affected, and specially when the malfunction remains fixed for 
long periods in these colic areas. 

Several patients awaken in the middle of the night with a 
feeling of uneasiness about the cardiac region, a fear of im- 
pending death and a tightness about the chest. This is soon 
followed by the characteristic symptoms of abdominal pain, and 
bowel urgency. In one patient there was a definite seizure, of 
the anginal type, following these prodromal symptoms. 


PELVIC SYMPTOMS. 


These are interesting, and heretofore, I think, unrecorded. 
In cases of acute and subacute colitis in which the whole abdomen 
is tender on pressure, any partial fullness of the urinary bladder 
causes acute abdominal distress, either by pressure upon the 
contiguous tender coils of bowel, or by the bladder becoming 
oversensitive in sympathy with the bowel, and thus resenting dis- 
tension. I think the latter the proper explanation. When the acute 
intestinal symptoms subside, after the mucus has come away 
in several large evacuations, the vesical symptoms promptly 
improve, to recur with renewal of another mucous attack. 
Patients afflicted with these vesical symptoms frequently awaken 
at 2 or 3 a.m., with intense discomfort and get complete relief 
as soon as the bladder is emptied. In many of the cases of colitis, 
especially in the acute bouts, the urine contains a goodly amount 
of indican. 

Another pelvic symptom associated with colitis is leucorrhoea. 
I have had many cases of leucorrhoea of uterine and cervical 
origin, which comes on only when the symptoms of colitis are 
present. One patient, a nurse, just recently reported that she had 
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periodic leucorrhoea, and periodic severe pain in the left side of 
the abdomen, and that the two were always synchronous in onset 
and subsidence. She also reported that her case had been diag- 
nosed as left-sided ovarian disease. Her pelvis was healthy 
throughout, and under appropriate treatment both signs and 
symptoms promptly ceased. Doubtless there are many of these 
cases in which the association is unrecognized. 

It is clinically common to recognize the close connexion 
between the bowel and sexual organs. How frequently we are told 
of rectal and vesical tenesmus during menstruation, due to the 
sympathetic nerve supply common to all these organs; and it 
is now recognized that the good effects of castor-oil administered 
two days before menstruation in relieving dysmenorrhoea, and 
used empirically for so long, are due to the quieting effect upon 
the bowel as a preparation in desensitizing the pelvic organs. 
And when the pain of colitis is severe at the time of menstruation, 
the crampy dysmenorrhoea of the first day is usually inordi- 
nately excruciating. 

There is probably no other condition which is so frequently 
mistaken for colitis as that of unilateral or bilateral salpingo- 
odphoritis. When the whole large bowel is affected with colitis, 
only a careful history-taking discovering questions, and a dis- 
criminating pelvic bimanual examination, will disclose the true 


nature of the disease. If the colitis is persistently left-sided, as it 
frequently is, the differentiation from left salpingo-odphoritis may 
be extremely difficult. The difficulty is frequently increased by 
the spasmodic or infective shortening of the left broad ligament, 
through the contiguous intestinal malfunction. 

When the colitis shifts from left to right, or vice versa, the 
differential diagnosis becomes simple. 


GASTRIC SYMPTOMS. 


It was mentioned above that in many instances the urgencies 
of vomiting and intestinal evacuation were synchronous, and equal. 
But a much more interesting syndrome is the persistent nausea, 
or anorexia, or vomiting after food, in a case of mild, frequently 
unrecognized, or ignored, colitis. These cases are fairly common. 
When the intestinal symptoms are more pronounced, they are 
generally interpreted as of common origin, and not as cause and 
effect. The treatment of the colitis usually causes a prompt subsi- 
dence of the gastric symptoms. A case of colitis that I saw in 
consultation lately is of interest. The patient was pregnant, 
almost at term. She had had attacks of abdominal pain during 
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most of her pregnancy. Lately she had had diarrhoea with six to 
eight intestinal movements daily, with a great deal of pain and a 
considerable amount of mucus. Vomiting set in when the diarrhoea 
started, and uterine cramps followed later. The intestinal pain 
began, and was promptly succeeded by nausea and vomiting. 
She did not have any fever, and blood-pressure was 140/90, 
pulse-rate was rapid and small. There was tenderness over the 
whole of the abdomen but it was especially marked over the 
ascending colon. Her history confirmed colitis with previous 
constipation of long standing—under appropriate treatment the 
gastric and intestinal symptoms promptly desisted. 


PROCTITIS. 

In cases of chronic mucous colitis, the symptoms may now 
point to the ascending colon, now to the descending; occasionally 
the rectum becomes involved. In these circumstances there is 
an irritability of this segment of the bowel, and a frequent desire 
to evacuate. The evacuation is forceful, usually of a scybalous 
mass with considerable mucus, or of a soft movement with mucus, 
accompanied in each case by a feeling of lack of finality 
and considerable tenesmus. This may continue for days, with 
much rectal discomfort of burning and occasionally of pruritus. 

Articular symptoms, varying from vague joint pains, to acute 
and chronic arthritis, are not uncommon. In some instances the 
lesions are chiefly periarticular; in others synovial. Neuritides 
are not uncommon and may simulate arthritic lesions. 


DIFFERENTIAL DIAGNOSIS. 

The diagnosis is established chiefly by a careful inquiry into 
the previous history. Repeated attacks at long intervals, but 
of less severity, may have pased unnoticed, just as petit-mal 
may have been unheeded, until grand-mal suddenly appears, 
and an interrogation elicits the previous stigmata. The onset 
of the colitic attack at meals, or immediately afterwards, or in 
the middle of the night; the sudden bowel urgency, with several 
first solid, then liquid, foul evacuations; the subnormal tempera- 
ture, sweats, vertigo, and usually prompt improvement after 
evacuations, all point to an origin lying in colon malfunction. 

It is chiefly in the milder cases of colitis without diarrhoeic 
bouts, that referred symptoms, cardiac and cerebral, are apt to 
be diagnosed as organic in the organ showing the major symp- 
toms, instead of functional and probably toxic of primary intes- 
tinal malfunction. 
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That death may occur in cases of this type with cardiac symp- 
toms in which there is already grave organic cardiac diseas 
hardly needs to be emphasized. Mathiew reports one such case 
and I saw a patient who had had repeated attacks of syncop: 
always associated with diarrhoea of colic origin. She had 
grave myocardial disease, and she died in a syncopal attack, 
during her second bowel evacuation. 

In cases of fixed local pain in the ascending colon, the dit- 
ferential diagnosis between colitis and appendicitis is often impos- 
sible. The colitis should seldom be overlooked, but an associated 
appendicitis cannot be excluded in many cases. It would prove 
advantageous to both patient and surgeon if the colitis were 
emphasized in these cases of operation for removal of the appendix. 
It would leave patients less discouraged by the continuance of 
their symptoms post-operatively, and would remove the delusion 
that they had been operated upon unnecessarily. Cholecystitis 
may be differentiated by X-ray; and pyelitis, which is a frequent 
concomitant of colitis, may be excluded by catheter, centrifuge 
and microscope. 

Pelvic disease may be excluded by a careful bimanual 
examination, a history establishing a synchronism of symptoms, 
and a therapeutic test. 

The causes of colitis are numerous—some remedial, some not. 
Among the commonest agents are allergic, incrobic, chemical, 
sudocruiological, inetabolic, physical and moral; and an altera- 
tion of cause and effect frequently occurs by retroaction. Equally, 
combinations of causes may render the subject of aetiology very 
complex. 

TREATMENT. 


It has been shown by the French writers that in most cases 
of colitis there is an inability for the organism to digest meat fibre. 
Unstriped muscle is frequently found in large quantity in the 
evacuation, and as an animal protein probably offers most of the 
material for putrefactive agents, causing the stools to be so foul; 
and as indican is so frequently found in the urine, it will ration- 
ally follow that a meat diet should be rigorously excluded. A milk 
and cooked vegetable diet, with fruit, both raw and cooked 
and later additional eggs, offers the best remedial measure 
to overcome the bowel’s supersensitiveness and growth of 
putrefactive agents. Water should be imbibed freely and fre- 
quently. A mild catharsis, by castor-oil, followed by a regularly 
administered laxative, is indicated, and a mild sedative to allay 
intestinal supersensitiveness and autonomic susceptibility, fill al! 
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requirements. For this purpose, mild oil or bile laxatives with 
the barbiturates are most effective. To meet the first require- 
ment, several ingredients have proved effective. First in efficacy 
come the mineral oils, of which there are so many combinations 
at our disposal. Chief among these, kondremul—a combination 
of mineral oil and Irish moss—has proved very soothing and 
effective. The bile salts, of which there are many combinations, 
in special cases are very effective, when oil is not acceptable, or 
when a great deal of flatulence adds to the other discomforts. 

To lower the sensitiveness of the autonomic nervous system, 
there has not been anything so effective in giving relief as luminal. 
This may be combined with the kondremul in the form of the 
soluble sodium luminal. Usually from one-eighth to one quarter 
of a grain three times daily after food will suffice for the most 
obstinate case. An extra dose may be given at bedtime. Other 
barbiturates may be substituted from time to time. If the con- 
stipation should prove obstinate, phenolpthalein dissolved in the 
emulsion will usually prove effective. 

When stasis has been prolonged, and the intestinal content is 
large and hard, repeated doses of castor-oil with high colonic irri- 
gations with hot normal saline, followed by prolonged dietetic and 
sedative treatment, will achieve a remarkable change. In cases of 
colitis of long standing, dietetic care may necessarily be permanent. 
Patients should be cautioned against eating hurriedly, and against 
the ingestion of iced drinks, and all condimenis, including ginger 
ale. Highly seasoned food will cause a supersensitive bowel to 
burn violently 24 hours after such indulgence, and not infrequently 
rectal distress will follow closely upon this. Roughage should be 
religiously avoided. Warm clothing about the abdomen is essen- 
tial, particularly in cold climates, and warmth about the lower 
extremities is an effecive preventitive. 

Cases are prone to relapses, owing to neglect of the foregoing 
recommendations. But the onset of the symptoms frequently 
date from some emotional shock or stress—the Biblical ‘‘bowels 
of compassion.’”’ The success in alleviating or removing the cause, 
if it still persists, will frequently determine the quick subsidence 
of symptoms, and unfortunately a recurrence of the moral stress 
may precipitate a renewal of the symptoms. In cases of this 
nature it is not always, in fact seldom, possible to remove the 
emotional strain. A sympathetic ear usually gives a great deal 
of temporary, if not permanent, relief. Persistence in treatment 
and encouragement to adhere steadfastly to the treatment in such 
cases is usually gratefully successful. 
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ELIzABETH M. Moore, M.B., B.Ch. (Belfast), M.M.S.A. (Lond.), 
M.C.O.G. 


Senior Assistant Medical Officer, St. Giles Hospital, London. 


CASE I. 
Twin PREGNANCY IN A DouBLE UTERUS. 


Mrs. L. A. C. was admitted to hospital on the 26th March, 1934, 
suffering from postpartum haemorrhage after the birth of the 
first baby in a twin pregnancy. The patient had been attended 
by a midwife, and the first baby had been born as a breech at 
II.30 p.m. on the 25th. At 3 a.m. on the 26th medical aid had 
been invoked, and the doctor had removed the placenta from the 
os uteri. 

On admission to hospital, the patient’s condition was good, 
haemorrhage slight, and pains absent. 

The placenta, which had been sent in with her, was small, 
and it and the membranes were complete. The opening through 
which the foetus had escaped was at the placental margin 
Apparently it was a lateral placenta praevia. 


Abdominal Examination. 

There was a small firm tumour in the left iliac fossa. The 
pregnant uterus was in the right side of the abdomen. The 
vertex was presenting, the position a right occipito-posterior, 
and a foetal heart was heard in the right flank. 


Vaginal Examination. 

The vertex was presenting; the cervical canal admitted two 
fingers, and the cervix was not obliterated. On further examina- 
tion another cervix was felt, fully dilated and lax, and with 
small clots at its orifice. A thick soft mass separated the two 
cervices. The dilated cervix was attached to the tumour in the 
left iliac fossa which was realized to be the fundus of one horn 
of a double uterus. 

Labour pains being absent, and haemorrhage not being 
abnormal, and the left fundus remaining firmly contracted, it 
was decided to wait for normal dilatation of the right cervix. 
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SOME UNUSUAL CASES OF TWIN PREGNANCY 


The second bag of membranes ruptured at 10 p.m. on the 
27th March. Pains had not been felt since the birth of the first 
baby. Labour pains became established at 4.30 p.m. on March 
28th. A vaginal examination was made at 8.30 p.m. The os 
was half dilated, and the cervix was being taken up. 

A female infant was born in good condition at II.30 p.m., 
72 hours after the birth of the first baby. The placenta and 
membranes were expressed from the vagina 50 minutes later. 
They were complete. The placenta was kidney shaped, with the 
cord attached at the hilum, and there was a central tear in the 
membranes. 

At each stage of the labour, each horn of the uterus could be 
palpated as a separate tumour from fundus to cervix. The 
cervices were distinct, being separated by a mass of tissue, and 
not merely a septum. The vagina had a septum attached to 
the anterior wall, about an inch in depth. This was not attached 
to the posterior wall, but the line of its original attachment was 
easily identified as a ridge. 

The babies were of the same size and weight, five pounds four 
ounces, and were very much alike. One was a boy, and one 
was a girl. Although of only 36 weeks development, they did 
well. 

The cervices closed normally, and when the mother left the 
hospital on the 14th day after the birth of the second baby, the 
two fundi could still be felt bimanually, the right one being 
slightly larger than the left one. The cervices could be felt as 
distinct structures. 

The patient had had one previous labour, six years before. 
The breech presented, and the baby was stillborn, after a labour 
lasting 48 hours. The vaginal septum presumably ruptured then, 
and was a possible cause of the stillbirth. 


CASE 2. 
A TwIn PREGNANCY. 
The first baby was born spontaneously. Twenty minutes later 
a double fused placenta came away. Attached to the smaller 
placenta was a small flattened foetus. It was about six inches 
long, and had ectopia intestinalis. 


CASE 3. 
A QUESTION OF SUPERFOETATION. 
This was a case of twins, weighing six pounds and two pounds 
12 ounces respectively. There was one placenta, and one chorion, 
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but there were two amniotic sacs. The babies were both boys. 
The larger twin was born first. The second one lived two days. 
The patient had toxic symptoms from the 28th week of pregnancy) 
till three weeks after delivery. She was well and the urine was 
free from albumin a month after discharge. There were some 
white infarcts in the placenta. 


THE LITERATURE. 

Of the seven cases of twin pregnancy in a bicornute uterus, 
which I have been able to trace, only one is really comparable 
to this case. This is recorded by Houlton* as ‘‘Full time multiple 
pregnancy in a uterus bicornis bicollis’’. A healthy female 
child was born spontaneously. Immediately afterwards there was 
severe haemorrhage, which was checked by removing the pla- 
centa from the left cervix. The second child was lying trans- 
versely in a second uterus, the cervices being separated by a 
thick fleshy mass. This cervix was one third dilated,and uterine 
contractions were absent. Two hours later the membranes were 
ruptured artificially and a foot brought down. Fifteen hours 
later there were still not any pains, the cervix was almost fully 
dilated, and the buttocks were in the vagina. The child was 
extracted with difficulty and was stillborn. After-pains were 
severe, first in one uterus and then in the other.”’ 

There are several points of close resemblance between the 
two cases: 

1. The severe haemorrhage which occurred after the birth of 
the first baby, and which continued till the placenta was removed 
from the cervix. 

2. The thick fleshy mass between the cervices, which at first 
suggested a placenta praevia. 

3. During and after the birth of the first child there were no 
uterine contractions in the second uterus. 

The treatment adopted was different. I did not rupture the 
membranes, since the patient was only 36 weeks pregnant, and 
the foetal heart was good. It was interesting to see how long 
the second baby would be retained. The mother was in good 
condition, and willing to wait. The babies were both born alive, 
and the mother and children did well. 


I am indebted to the Medical Officer of Health of the London 
County Council for permission to publish this case. 


* Houlton, C. L. ‘‘Full-time multiple pregnancy in a uterus bicornis 
bicollis.’’ Brit. Med. Journ., 1925, 11946. 
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“Classical Contributions to Obstetrics and Gynaecology.’’ By HERBERT 
Tuoms, M.D., Associate Professor of Obstetrics and Gynaecology, Yale 
University. pp. 265. Springfield, Illinois: Charles C. Thomas. Price 
4 dollars, post paid. 

Our transatlantic cousins have done much to direct the attention of their 

relatives of this side to the cultural value of the history of medicine, and this 

book bears witness to their missionary zeal. Howard Kelly, in a foreword 
to it, expresses himself thus: ‘‘To-day, more than ever before, do we need 
the refining influence of the culture of medical history to rescue our profes- 
sion from the universal gravitational tendency of a gross materialism wedded 
tc the worship of the golden calf.’’ Applying these words to the specific 
problem of medical education, the curriculum is so conglomerate a mass of 
bread-and-butter subjects that there is not a crevice left for the insertion of 
historical matters, however great their refining influence. Yet it may justly 
be argued that the evolutionary stages of medicine are as truly part of 
vocational education as those by which homo sapiens has sealed the biological 
pinnacle on which he stands from the lower levels of his primordial ancestry. 

As things are, however, it devolves on teachers with imagination and vision 

to look beyond a prospect hedged in by curricula and examinations to 

discover opportunities whereby their students may be given at least some 
little idea of the steps by which the science and practice of medicine have 
reached their present position. 

Dr. Thoms’s book has the great merit of being designed for this very 
purpose, as regards obstetrics and gynaecology. Its lay-out is planned to 
collect under subject-headings those worthies who therein have made notable 
advances in thought or practice. A brief biographical sketch is given of 
each one and thereafter a transcript or translation from his writings is left, 
without further comment, to speak for him and present his case to later 
generations in the same words as he had presented it to his contemporaries. 
Planned in so simple a form, its educational value is too obvious to be 
gainsaid. If associated at the appropriate moment with systematic or 
clinical instruction, the teaching of these old masters may be made to live 
again and still have its influence on the minds of those entering the profes- 
sion. All of which is admirably expressed in the text chosen by the author 
for the sermon his book is meant to preach and thus set out on the flyleaf 
after the title-page. ‘‘From the life of men whose passage is marked by a 
trace of durable light, let us piously gather up every word, every incident 
likely to make known the incentives of their great soul, for the education 
of posterity.’’—PasTEuR. 

The seven subject-headings adopted are: General Obstetrics, the Course 
of Labour, Pathology of Pregnancy, Operations of Obstetrics, Puerperal 
Infection, Deformities of the Pelvis, and Gynaecology. As the most limited 
in scope the chapter (V) on Puerperal Infection will best illustrate briefly 
the author’s scheme and give an impression of its educational character. It 
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opens with Hippocrates and quotes from the Epidemics an account of a 
fatal case of puerperal fever and some obstetrical items from the Aphorisms 
then with a long jump of over 20 centuries comes Gordon, of Aberdeen. 
from whose treatise on ‘‘The Epidemic Puerperal Fever’’, a highly instruc- 
tive extract is made, in which he upholds his view of the infection being of! 
the nature of erysipelas and, in order to avoid its spread, advises the burning 
or thorough purification of the patient’s apparel and bedclothes, and that 
the nurses and physicians in attendance should wash carefully and have 
their clothing properly fumigated. A contemporary of Gordon’s, Charles 
White, of Manchester, follows with several quotations indicating his progres- 
sive views on the management of pregnant and lying-in women and illustra- 
tions of the bed he designed to obviate the evils of the prolonged horizontal 
decubitus then customary throughout lying-in. Next Oliver Wendell Holmes 
and his essay with the alliterative title of ‘‘Puerperal Fever as a Private 
Pestilence’, and so to Semelweiss, whose greatest work was done within 
five years or so of the publication of the autocrat’s original essay. The 
chapter concludes with Pasteur and a most interesting excerpt on the 
“Cause of Puerperal Fever’’ in which the infecting organism is described as 
occurring in chains of ‘‘spheric grains’’. Save for the long blank between 
Hippocrates and Gordon, this chapter may be taken as characteristic of all. 
Thus ancients, post-Renaissance notables and many of honoured name from 
the seventeenth to the end of the nineteenth century (beycnd which the 
book has no concern) flit on and off the: stage to speak their part. Some 
like Mauriceau and Smellie appear more than once, and two women save it 
from being wholly a male performance by coming on as midwives. The 
author makes no claim to collect masterpieces but to have been guided solely 
by his own predilections. He asks that his choice be taken as a sample for 
others to do likewise and thereby worship their own particular medical 
gods. Even were the catholicity of his selection less obvious than it is, any 
discussion of his particular deities would be out of place. 

Well illustrated by portraits, reproductions of title-pages and text-pages, 
figures from books from which material is drawn and beautifully turned out 
by its publishers, this book can be confidently commended to all working in 
our subject. If they have had little or no interest in history before, they 
can scarcely fail to acquire a keen interest after a due study of Dr. Thoms’s 
collection of eminent folk and their written word in so far as it marks the 
progress of knowledge. To teachers it is especially suggestive; to students 
highly instructive in offering them easy access to classics while studying the 
modern, and on all who find time and occasion for its study, it is bound 
to have a cultural influence, 

John’ S. Fairbairn. 


‘Obstetrical Practice.’’ By ALFRED C. Beck, M.D., Brooklyn. London: 
Ballicre, Tindall & Co., pp. x and 702. Figs. 1043. Size 11 by 8. 
Price 32s. 6d. 

THE purpose of this book, which emanates from the Long Island College of 

Medicine, Brooklyn, and is dedicated to the memory of John Osborne Polak, 

who until his death some five years ago was chief of the Department of 
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Obstetrics and Gynaecology, is, in the words of the preface, to present the 
essentials of obstetric practice to undergraduate students and young prac- 
titioners as concisely as is consistent with the requirements of a textbook. 
This is done in an extremely well printed, bound and profusely illustrated 
volume. For the sake of clearness, historical data and authors’ names are 
omitted from the text, but a large and useful bibliography is appended to 
each chapter, while interspersed between the chapters are portraits of noted 
personalities, who have made classical contribution to obstetric literature, 
with a few bibliographical details of each. (Edinburgh, however, is not in 
London—at least not yet.) With these exceptions the book follows the usual 
lines of the obstetrical textbook. : 

As the author believes that most of the difficulties of the practitioner 
arise from a lack of knowledge of the mechanism of labour, this has received 
much consideration in chapters that seem to us to be somewhat over- 
illustrated. For example, the mechanism in a first vertex presentation, is 
illustrated by 54 pictures, that in occipito-posterior by 136, and in, a first 
face presentation, by 73! Possibly more might be learnt by the student 
sitting down with a pelvis and doll and working out the mechanisms for 
himself with the help of a few clear directions in the text than by trying 
to follow them from pictures. The directions regarding the management of 
cases of persistent occipito-posterior position might have been more helpful. 
The student is advised to rotate the head manually, presumably without 
rotating the shoulders. ‘‘Occasionally the: head turns back to the original 
position before the forceps can be applied; when this occurs manual rotation 
is repeated.’’ But no repetition would be necessary if the shoulders were 
rotated at the same time! Neither is any indication given as to when inter- 
ference should be undertaken in these cases. In the chapter on the ‘‘Pathology 
of Labour,’’ no sufficiently clear distinction is drawn between what in this 
country are, respectively, termed ‘‘contraction ring’’ and ‘‘tonic contraction 
of the uterus.’’ These conditions differ so fundamentally in aetiology, patho- 
logy, clinical features and treatment as to make their description in separate 
sections desirable and necessary. A ‘‘real test of labour’’ is defined (p. 533) 
as ‘‘at least several hours of active labour after the cervix is fully dilated 
and the membranes are ruptured.’’ Should the head then fail to engage 
craniotomy is stated to be the safest procedure! 

The chapter on placenta praevia is excellent. The advice given regarding 
domiciliary treatment of these cases is so much in accord with our own 
views that we should like to quote from it at some length. ‘‘The treatment 
should not be attempted by the average practitioner if a more experienced 
obstetrician is available. Likewise the chance for a goud result should not 
be jeopardized by bungling and injudicious handling of the case before it is 
turned over to more competent hands. Often when the physician is called 
to see a patient, who has had a severe haemorrhage - . . he immediately 
makes a vaginal examination and attempts to feel the placenta . . . his 
awkward manipulations thus separate more of the placenta and a vigorous 
haemorrhage follows. Alarmed by the . . . bleeding, he then introduces a 
few yards of questionably sterile gauze into the vagina and sends the patient 
to the nearest hospital. . . . Notwithstanding the advances which have 
been made in the treatment of placenta praevia and accidental haemorrhage 
the present high maternal death-rate in these conditions will not be lowered 
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until the inexperienced physician realizes that all cases of severe haemorrhag 
in the last trimester should be transferred immediately to the neares: 
hospital without the usual harmful and unnecessary vaginal examination 

Vaginal examination before transferring the patient is unnecessary ani! 
dangerous.’’ British textbooks of obstetrics universally fail to take any firm 
stand on this matter, and their writers seem to fear the danger of removiny 
the patient without the prior insertion of a vaginal pack; yet it is wel! 
known that no patient ever arrives in hospital with a properly inserted pack 
and still they do not die on the way! 

It is refreshing to a pupil of Stephenson, of Aberdeen, to find thati th: 
use of the axis traction forceps is not recommended and that the Pajoi 
manoeuvre is advised as an efficient substitute. The pleasure is, however, 
somewhat diluted by the fact that Byrd’s method of artificial respiration is 
advised though, to be sure, it is stated that ‘‘even the gentle operator may 
cause serious injury by the use of the Byrd procedure. It should therefore 
never be used unless death is imminent.’ Why not, then, allow the victim 
to die a natural death? 

Dr. Beck is to be congratulated on the production of a textbook which 
must be regarded as well fulfilling the purpose for which it is written. It 
presents the student with a clear and concise account of both the science 
aud art of obstetrics. 

Be Ps B. 


‘‘Disease in childhood: the first year.’’ A clinical study of Rospert E. Frew, 


M.D. (Edin.), F.R.C.P. (Lond.), Physician to the Hospital for Sick 
Children, Great Ormond Street, E.C. Macmillan and Co. Ltd., London: 


1936. 669 pages. Price 30s. 

IN this, the first volume of a clinical study of disease in childhood, Dr. Frew 
covers the first year of Jife, dividing the book into three parts, viz., from 
birth to one month, from one month to six months, and from six months to 
one year. In order to obtain statistics of the incidence of disease in thes: 
periods, he has utilized 8,823 consecutive cases seen by him in the out 
patient department during a period of 17 years. This material, although 
large, is not sufficiently large for the purpose, and, as a result, his tables 
give a somewhat fallacious impression of the comparative frequency or rarity 
of certain diseases. For example, in the first age-period, he has analysed 83 
cases, these include one case of facial palsy and one of acute suppurativ: 
arthritis. In the second age-period 826 cases are analysed: of these one is a 
case of duodenal ulcer and one a case of eczema. The third age-period contains 
503 cases, of which 11 are cases of pertussis and 11 of scurvy. In other words, 
using these tables, the reader is often unable to distinguish between diseases 
which are not uncommon and those which are rare at any given age-period. 
Hence, the author’s prime object in studying diseases of children in this wa, 
tends to be defeated at the outset by a relative paucity of material. 

A further objection to Dr. Frew’s method may be raised. There is a to 
frequent repetition of the clinical manifestations of many diseases, due to 
these manifestations being common to all age-periods. 

Dr. Frew has several original observations to make about aetiology o/ 
many of the ailments of childhood and these theories are discussed at som: 
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length. He considers that birth haemorrhage is due to a condition he terms 
‘‘hyperphlebaemia,’’ and in the succeeding 100 pages he incriminates hyper- 
phlebaemia as the aetiological factor in a whele gamut of diseases, in many 
of which, notably asthma and idiopathic epilepsy, it is difficult to accept his 
explanation. 

Numerous other theories are placed before the reader, for instance, that 
a deficient yolk supply accounts for mongolism, congenital morbus cordis, 
undescended testicle, and several other conditions: that achondroplasia is 
due to a great preponderance of the vitelline circulation at the neonatal 
period: that congenital pyloric stenosis and Hirchsprung’s disease are due 
to an abnormal descent of the genital glands and that status lymphaticus is 
a result of failure of the ductus venosus to close. 

The printing is well done on good paper, and the photographs are 
excellent. 

A.M.G. 


‘Maternity and Post-operative Exercises.’’ MARGARET Morris, C.S.M.M.G. 
Tuts is an excellent book, well produced, with a Jucid text, and clear 
diagrams. It fulfils a wery definite need, and should be in the hands of 
every practising midwife. 


‘“‘An Epitome of Obstetrical Diagnosis and Treatment in General Practice.’’ 
Vols. I and II. 


THESE volumes may be of some value to the harassed ship’s captain faced 


with an obstetric emergency, but they cannot be recommended to the 
general practitioner or student. 

One expects dogmatism in a work of this size, but even so the number 
of unorthodox statements seems unduly large. Under this heading we 
include the statements that . . . ‘‘there 1s no need of masks or gowns,”’ 
... “that patients should be allowed to get up on the fourth day’’, . . . ‘‘that 
backward displacement may cause reflex vomiting’’, . . . ‘‘that sapraemia is 
a toxic condition in the blood caused by saprophytes’’, . . . ‘‘that all cases of 
puerperal fever can be cured if the skill of the doctor is sufficient to find a 
suitable cure for the case"’, . . . ‘‘that the mortality of Caesarean section 
should be practically nil’’—this conflicts with the previous statement .. . 
“the mortality from Caesarean section is a great deal. higher than that of 
vaginal delivery. . ‘i 

Of occipito posterior presentation it is stated that . . . ‘‘these are the 
bane of the practitioner outside Ireland.’’ A later paragraph states .. . ‘‘if 
the reader wishes to know the details of treatment he should read the 
author’s ‘ Practical Obstetrics.’ ’’ 

Only careless writing and slip-shod proof-reading can explain the lack of 
clarity and contradictory nature of many of the statements. The following 
are examples. 

‘“‘Anterior and posterior Fontanelle presentations.—. . . the former usually 
is born as a normal cervix. Persistent occipito-posterior sometimes occurs 
because the sinsiput is lowest. It may be a warning of the presence of 
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flattened pelvis. The latter is due to extreme flexion and there is usually 
no trouble in the labour.”’ 

‘‘Vesical mole will be suspected if the cysts are found.’’ 

‘‘Absence of albumen in the urine is not proof, although it is a strong 
indication of the presence of toxaemia.”’ 

‘Diseases of the decidua. . . . In a small work of this kind these will 
be dealt with in detail.’’ They are not mentioned. 

There are two statements that are praiseworthy. (a) A long labour is 
safer than a traumatic one. (b) For lower segment Caesarean section the 
patient must be in labour. 

If these volumes have any use it is limited. They do not succeed in 
being accurate or lucid and show evidence of slip-shod production and hasty 
revision. 


“‘Change of Life in Men and Women.’’ By Marte C. Stores, D.Sc. (Lond.), 

D.Ph. (Munich), etc. Cr. 8vo, p. 282, xiv. London, Putnam & Co., 1936. 
Marie C, Stores, although not a member of the medical profession, has 
done a great deal in her life to further the happiness of both sexes. In this 
work she has drawn attention to a problem of which the majority of people 
have been sadly ignorant, although it must be said that there are many 
doctors (including the writer) who have taught the importance of the main 
points in this thesis for many years. It is a pity that Dr. Stopes has not 
confined herself to the chief issue at stake, but she has seen fit to step in 
‘“‘where angels fear to tread,’’ and has suggested medical treatment even to 
the extent of the dosage of hormonic preparations. 

It is well for the happiness of the married that the symptoms of the 
climacteric should be known; many women think they have come to an end 
of their sex life and husbands often are under the same delusion. The writer 
always instructs his patients that at this time menstruation and fertility 
cease, and as Dr. Stopes puts it ‘“‘women pass from fertility and charm to 
wisdom and charm.”’ 

The author goes to great trouble to quote the stupidities of various 
people, e.g. Kisch, who says that intercourse should be avoided during the 
menopause, and the Bishop of Southwark, who says that there should be no 
intercourse except for propagation. She does not mention either the pregnant 
or the lactation periods. There are too many references of this kind, and 
these, together with certain repetitions, are inclined to make the book 
redundant. 

She emphasizes the necessity for differentiating between the menopause 
and climacteric, and mentions some cases of women who have become 
pregnant after the climacteric. These are so exceptional that they are 
scarcely worth the space devcted to them. 

She falls into many traps into which the ignorant may be drawn, e.g. 
‘‘fortunately, the internal secretions interact, and as the thyroid is the 
easiest of all the internal secretions to administer, it is generally not difficult 
to maintain the necessary balance of these glands throughout life, for women 
with real abnormality of glandular function are fortunately in a small 
minority’; and, ‘‘therefore a disease such as gonorrhoea, which penetrates 
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in a serious internal manner, may destroy all her latent ova which would in 
the normal way have ripened in sequence one by one, but if once destroyed 
cannot be generated afresh’’. 

Gonorrhoea is more likely to cause sterility by blockage of the Fallopian 
tubes than by any other way. 

Attention has already been drawn to the danger of non-medicals, such as 
Dr. Stopes, prescribing thyroid and other drugs. The remark that liquid 
paraffin is a highly pernicious and dangerous substance is made, but is not 
backed up by any proof. She is very down on gynaecologists who ‘‘seem 
incapable of imagining a healthy woman.’’ In black print she emphasizes 
‘‘do not anticipate any trouble at all at the climacteric’: although Dr. Stopes 
does mention malignant disease later, the exhortation is dangerous and is 
against safe teaching. Most of her opinions on displacement of the uterus 
consist of rubbish. The male climacteric is discussed and makes interesting 
reading—the writer is unable to say if the data are correct. 

We must conclude this rather lengthy review of a small book by saying 
that it is a pity that the great amount of good in it is spoilt to a large extent 
by efforts at dealing with medical matters of which the author has not full 
knowledge. We refer especially te the prescribing of drugs, the considera- 
tion of displacements, etc. 

If the reader will peruse the book from the domestic point of view and 
not from the medical, his labours will be repaid. The publication from this 
angle is timely. 

Bethel Solomons. 


Franz Daels’s ‘‘Midwifery’’ (Verloskunde), 2nd edition, 1936. Quarto, 
Pp. 737, with 673 illustrations. Price {1 14s. (unbound). 


THIS is a very important and weighty Belgian contribution to the study of 
obstetrics by Professor Franz Daels, of Ghent. The author calls it a 
handbook—it weighs 6lb. 140z.—and states that it is intended as an intro- 
duction or account of the principles or rudiments (‘‘beginselen’’) of practical 
midwifery which are indispensable for students and midwives studying the 
subject. 

The work is in Dutch, and no doubt is more useful, at least to the 
Flemish midwives, in that language; but many readers will regret that, in 
the bilingual country of Belgium, it was not published in French, and we 
hope to see it translated into English. 

The first chapters, on anatomy and development, give a full account of 
the pelvis and of the changes in the uterus and ovum during pregnancy, 
with illustrations, including those of the Zondek-Aschheim and Brouha- 
Ehrhardt methods ot diagnosing pregnancy. . 

A good account is given of abdominal palpation, illustrated by fine outline 
drawings, and of pelvimetry: we note, however, that the author places the 
knob of Baudelocque’s pelvimeter on the last lumbar vertebral spine instead 
of in the pit below that spine, as recommended by Baudelocque and Michaelis 
and since practised by most obstetricians. In this error we must admit that 
the author is in the company of a few English writers. 

The illustrations, with which the book is profusely furnished, are of such 
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a high degree of excellence that we hesitate to suggest that the usefulness 0} 
the book would not have been diminished by the omission of some of them 
there are, for instance, ten illustrations of the operation of curetting. A goo! 
account is given of induction of premature labour, symphysectomy, and th 
use of the forceps. No less than 13 illustrations are given of Kielland’s 
forceps; but we have not been able to find an account of the effects of tha 
instrument on maternal and foetal mortality and morbidity. 

In his historical account of the forceps the author gives the first plac: 
to Jan Palfyn, a Fleming (1650-1730), whose ‘‘iron hands’’ he figures amon: 
the 75 drawings of ‘‘tangs’’, but regrettably omits a drawing of the firsi 
articulated forceps, invented by Chamberlen, the originals of which ar 
preserved in the library of the Royal Society of Medicine. 

Version is illustrated by some admirable line drawings. The lower 
segment Caesarean section (extra- or trans-peritoneal) is described; the latter 
with longitudinal incision in the uterus, with abdominal drainage by tube, 
as formally recommended by Munro Kerr, but since abandoned by him. 
The cleaning and sterilizing of the hands is described in great detail: per- 
chloride of mercury is the antiseptic employed. No less than nine drawings 
illustrate the use of the nail-brush. 

The drawings are of high artistic merit, and the printing is excellent. 
In future editions bibliographical references at the end of each chapter 
would increase the value of this important work, which every obstetrical 
library should possess. 


Herbert R. Spencer. 





Review of Current Literature. 


Director: FREDERICK Rogurs, M.A., M.D., M.Chir. (Cantab), 
F.R.C.S., M.C.0.G. 


Tutis Review contains the lists of contents and abstracts of the more 
important articles from the following journals with which the ‘Journal 
of Obstetrics and Gynecology of the British Empire’ exchanges :— 


British.—The Lancet; British Medical Journal. 

Canadian.—The Canadian Medical Association Journal ; Bulletin Médical 
de Quebec. 

Australian.—-Medical Journal of Australia; The Australian and New 
Zealand Journal of Surgery. 

Indian.—The Calcutta Medical Journal. 

American.—American Journal of Obstetrics and Gynecology: The 
Journal of the American Medical Association; Surgery, Gynecology 
and Obstetrics; American Journal of Diseases of Children. 

French.—_La Gynécologie; Gynécologie et Obstétrique; Bulletin de la 
Société d’Obstétrique et de Gynécologie de Paris. 

Belgion.—Bruxelles Médical. 

Italian.—Annali di Obstetrica e Ginecologia; Archivo di Obstetrica e 
Ginecologia; Revista Italiana di Ginecologia, Bologna. 

German.—Atrchiv fiir Gynikologie; Zeitschrift fiir Geburtshilfe und 
Gyniakologie; Zentralblatt fiir Gynakologie; Monatsschrift fiir Geb- 
urtshiilfe und Gynikologie; Miinchener Medizinsche Wochenschrift; 
Monatsschrift fiir Krebsbekampfung. 

Scandinavian.—Acta Obstetrica Scandinavica. 

South American.—Boletin de la Sociedad Obstetricia y Ginecologia 
de Buenos Ayres. 

Japanese.—-Japanese Journal of Obstetrics and Gynecology. 


The Review of Current Literature thus keeps the readers of the Journal 
in touch with current literature throughout the world. At the end of the 
year an Index of all the subjects contained in the articles of the above 
journals is printed. Arrangements are also made to include abstracts of 
important articles on border-line subjects, such as Physiology, Biology and 
Biochemistry. 


LIST OF ABSTRACTORS. 


London: J. Beatti£, F.R.C.S.; A. C. Bett, F.R.C.S.; R. K. Bowes, 
F.R.C.S.; J. LyLe CAMERON, F.R.C.S.; A. H. CHENaRD, M.B.; R. L. 
Donps, F.R.C.S.; R. C. Lightwoop, M.D.; D. H. MacLeop, F.R.C.S.; 
J. A. Moore, M.B.; C. D. Reap, F.R.C.S. (Edin.); F. Rogugs, 
F.R.C.S.; R. Winterton, M.D. 

Huddersfield: W. E. CROWTHER, M.B. 

Leeds: R. H. B. Apamson, M.D., AND B. JEAFFRESON, F.R.C.S. 

Liverpool: M. Datnow, M.D.; P. Matpas, F.R.C.S.; T. N. A. JEFFCOATE, 
F.R.C.S. 

Manchester: R. Newton, M.D. 

Glasgow: JANE H. Fitsurit; R. SHaRMaN, M.D. 
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The Biochemical Journal. 


Vol. xxx, No. 5, 1936. 
*Absorption spectra of oestrone and related compounds in alkaline solution. 
R. K. Callow. 
Determination of vitamin A by means of its influence on the vaginal contents 
of the rat. W. Holweg and M. Dohrn. 


ABSORPTION SPECTRA OF OESTRONE, 


The addition of sodium hydroxide to a solution of oestrone, oestriol, and 
oestradiol causes a shift of the ultra-violet absorption band to the visible 
region. The absorption of oestrone methyl ether is not affected. The change 
in absorption is due to salt formation by the phenolic group in the third 
position, and is not explained in the case of oestrone by enolization of the 
17 keto group. 

J. H. Moore. 


The Journal of Pathology and Bacteriology. 


Vol. xliii, No. 1, 1936. 
*A cervical polypus with a tuft of hairs. R. A. Willis. 


A CERVICAL POLYPUS WITH A TUFT OF HAIRs. 


A pathological report is given on a cervical uterine polypus which 
presented an unusual degree of epidermoid metaplasia of the epithelium and 
which had a tuft of hairs growing in one area. The formation of hairs is 
believed to have been due to a metaplastic change. 

J. H. Moore. 


Liverpool Medico-Chirurgical Journal. 


Vol. xviv, No. 58, 1936. 
*Some aspects of the endocrine control of pregnancy and _ parturition. 
J. Polonsky. 


SoME ASPECTS OF THE ENDOCRINE CONTROL OF PREGNANCY AND PARTURITION. 


Oestrin in blood increases throughout pregnancy particularly shortly 
before delivery. After delivery it drops very rapidly. After 24 hours it 
cannot be detected in 40 cubic centimetres of blood, though just befor: 
Jabour one mouse-unit could be detected in 1.25 cubic centimetres of blood. 
The oestrin excreted in the urine also increases during prgnancy, but is 
found in large quantities for about 10 days after delivery. After foeta! 
death the Aschheim-Zondek reaction often remains positive for 30 days, o1 
until no more functional chorionic epithelium remains. 

If during pregnancy the Aschheim-Zondek reaction becomes negative, it 
is a certain sign that the foetus is dead. In cases of intra-uterine death the 
blood oestrin becomes negative before the Aschheim-Zondek reaction and 
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the X-ray pictures are definite. The absence of oestrin in the blood in missed 
abortion affords an explanation for the non-expulsion of the uterine contents. 
Following an injection of 200,000 units of oestrin it could be detected in the 
blood up to three hours ater, after that it could not be detected, showing 
that oestrin should be injected in small doses at frequent intervals rather 
than in large doses at long intervals. 


W. R. Winterton. 


The Canadian Medical Association Journal. 


Vol. xxxiv, No. 3, March 1936. 
“Sex hormones and their value as therapeutic agents. Melvill C. Watson. 


Vol. xxxiv, No. 4, April 1936. 
*The significance of menopausal flowing. W. P. Tew. 
*The bitterling test for pregnancy. R. Gotlieb. 
*Obstetrics in rural Saskatchewan. J. Stewart. 


Vol. xxxiv, No. 5, May 1936. 
*The problem of maternal mortality. K.M. Wilson. 
*Maternal deaths. R. E. Wodehouse. 
*Maternal mortality. W. W. Chipman. 


Vol. xxxiv, No. 6, June 1936. 
*The histology of the thyroid gland in pregnancy. A. C. Abbott and 
J. Prendergast. 


SEX HORMONES AND THEIR VALUE AS THERAPEUTIC AGENTS. 


Hormones are specific secretions of certain glandular structures, passing 
directly into the blood or lymphatic system. They may be elaborated by 
glands such as the pancreas or testes, which provide, in addition, an 
external secretion. These substances, borne by the blood-stream, stimulate 
or inhibit activity and functions of other organs and structures. The 
female sex hormones are products of the ovaries and their elaboration is 
associated with ovulation. Their function is to prepare the genital tract for 
fertilization and incubation of the ovum. 

The hormone oestrin controls all these developments and changes up to 
the stage at which the embryo is fertilized. These processes entail the 
growth of smooth muscles, stratified and columnar epithelium of the genital 
tract, and, in addition, the appearance of the secondary female character- 
istics. The embedding and nourishment of the ovum is dependent on 
another hormone, called progesterone, elaborated by the corpus luteum and 
which prepares the endometrium, which has previously been developed by 
oestrin, for this purpose. An elaborate endocrine activity is associated 
with pregnancy. The thyroid, parathyroids, the adrenals, the anterior 
pituitary gland and the ovaries share in these functions. The anterior 
part of the pituitary gland assumes a co-operative control through a 
balanced concentration of ovarian hormones, oestrin and progesterone, and 
its own ovary-stimulating hormone, gonadotropin. 

The menstrual cycle. Gonadotropin, elaborated by the anterior pituitary 
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gland, stimulates the ovarian follicle to produce oestrin, which again 
brings about the proliferative phase of the endometrium. The proliferatioi 
is almost complete when ovulation occurs and the corpus luteum imm:< 
diately begins to develop, under further gonadotropic influence from th. 
anterior pituitary gland. Progesterone, secreted by the corpus luteum, 
develops in the endometrium a differentiative phase which is concerned 
with the embedding and nutrition of the fertilized ovum. The concentra- 
tion of oestrin in the body inhibits the gonadotropic action of the anterior 
pituitary gland. There is a possibility that this concentration may be 
responsible for the changes in the gonadotropic substances from follicle- 
stimulating to luteinizing activity. When the corpus luteum undergoes 
physiological involution and the secretion of progesterone ceases, the endo- 
metrium disintegrates with resulting haemorrhage. When fertilization 
occurs, a new hormone, called anterior-pituitary-like substance because oi 
its follicular-ripening effect, is formed probably by the developing ovum. 

Oestrin is produced by the ovarian follicles. Zondek has recently 
shown that it is also elaborated by the testicle of the stallion, in the urine 
of which animal may be obtained in larger amounts than from any other 
source. It is produced, also, in large amounts, in plants. The urine of 
pregnant women and pregnant mares is also rich in oestrin. 

The following are some of the oestrin compounds: (1) Oestrone or keto- 
hydroxyoestrin (theelin, oestroform, amniotin); (2) oestriol or trihydroxy- 
oestrin (theelol); (3) oestradiol or dihydroestrin; (4) benzoate or oestradiol 
(oestraform B, progynon B) (5) emmenin, which is a placental extract 
containing oestriol in combined form (Ayerst). 

The unit of dosage is the amount in one of these different substances 
which will produce a given effect in the same animal. Differing amounts, 
however, of the various substances will be required to produce the same 
effect. 

Oestrone, said to be the parent substance, is the most potent, and its 
value is stated to be 10,000 international units per milligram, 

It is believed that a more pronounced effect on the body is obtained by 
the frequent administration of smaller doses than by the injection of large 
amounts at greater intervals. It is also possible that the administration of 
many units may inhibit the elaboration of gonadotropin by the anterior 
pituitary gland. 

The author has attempted to increase the concentration of oestrogenic 
substances in the body by daily oral administration. Emmenin is preferred 
for this purpose, and is given in 50 to 100 oral units daily. Cases of severe 
dysmenorrhoea associated with under-development of the uterus have been 
treated by this method. Following the hypodermic injection of 10,000 units 
or more of the crystalline substances, uterine bleeding has been produced 
in cases in which there has been amenorrhoea of long standing. Vaginitis 
and atrophic vulvitis have been improved by this treatment. The difficulty 
of concentration of oestrin or progesterone may be determined by micro 
scopical examination of fragments of the endometrium. 

Progesterone, now available in crystalline form, has an inhibiting effect 
upon uterine contraction. Experimentally, in female monkeys, uterine 
bleeding has been delayed indefinitely by the administration of this sub- 
stance. Its use may possibly be effectual in relieving dysmenorrhoea, 
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The anterior-pituitary-like substance has been shown to have a powerful 
stimulating effect on the ovary in the intact experimental animal, but not 
after removal of the hpyophysis. There is no evidence to show that in the 
human female ovarian activity is stimulated by this substance. Its 
chemical nature is unknown. It is doubtful if it prevents habitual abortion 
when injected hypodermically. Functional uterine haemorrhage has been 
reported to be improved by its use. 


THE SIGNIFICANCE OF MENOPAUSAL FLOWING. 

Menopausal uterine bleeding may be physiological or pathological, and 
differentiation between these two conditions may be difficult. Failure to 
diagnose malignancy at an early stage frequently occurs because the patient 
regards irregular bleeding at this time as something to be expected; or the 
physician, failing to make a thorough investigation, wastes valuable time in 
fruitless medication. 

Physiological menopausal bleeding is due to endocrine derangement, the 
chief glands affected being the anterior pituitary body, the ovaries, and 
possibly the thyroid gland. Pathological causes are endocrine disturbances, 
pelvic inflammation, new growths, and systemic diseases. Endocrine 
disorders may produce such pathological conditions as metropathia haemor- 
rhagica, functional menorrhagia, epimenorrhoea, and hypomenorrhoea. 

Metropathia haemorrhagica is a condition in which there is prolonged 
and irregular uterine bleeding. The uterus is found to be enlarged because of 
general hyperplasia with thickened and polypoid endometrium. The ovaries 
usually contain one or more cysts, varying in size from a quarter of an inch to 
one and a half inches in diameter. Corpora lutea are absent. The cause is 
unknown. This disease should be treated by the injection of luteinizing 
hormones and curettage, which cures about 15 per cent of cases; when these 
measures fail hysterectomy should be performed, or the case should be 
treated by means of deep X-ray therapy, or by 50 milligrams of radium 
inserted in the uterus for 30 hours. Functional menorrhagia is of obscure 
origin, but is thought by some to be due to a deficiency of thrombokinase 
with resulting slowness or absence of blood-clotting. The endometrium in 
these cases is usually scanty, and treatment is on the same lines as employed 
for metropathia haemorrhagica. Epimenorrhoea is a condition in which the 
menstrual periods occur in greater frequency—every 10 to 14 days. It is 
believed to be due to some endocrine disorder, and treatment is conducted as 
for metropathia haemorrhagica. Hypomenorrhoea is a condition in which 
the menstrual periods occur with less frequency, usually every five or six 
weeks, and there is an excessive loss at these times. The causes are obscure, 
and treatment is the same as for epimenorrhoea. 

New growths, causing uterine haemorrhage, may be benign or malignant. 
Benign growths are fibroids and polypi. Both conditions may be associated 
with haemorrhage of any degree from the loss of a few irregular drops of 
blood to prolonged and profuse bleeding. Polypi should be removed and 
examined to ensure that no malignant change has occurred. Fibroids 
may be removed by the operation of myomectomy or hysterectomy, or, if 
the patient is greatly debilitated, they may be treated with radium or 
X-rays. 

Malignant tumours of the uterus may be carcinomatous or sarcomatous. 
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Carcinoma commonly occurs in the cervix, but with less frequency in th 
body of the uterus. The early symptom of both conditions is the irregular 
loss of small quantities of blood. Carcinoma of the cervix may be treated 
with radium or by Wertheim’s operation. 

Panhysterectomy is the best treatment for carcinoma of the body o| 
the uterus. This may be preceded by 2,400 milligram-hours of radium. 

Hyperpiesis may be associated with irregular uterine haemorrhage. 
Such a condition, however, should always be investigated by diagnostic 
curettage to exclude malignancy. 


THE BITTERLING TEST FOR PREGNANCY. 


A series of experiments was conducted by the author, using the fish, 
the European bitterling (rhodeus amarus). The technique was as follows: 
A mature, standardized fish was placed in a quart of water at a temperature 
of 75°F.; to this were added two cubic centimetres of the urine to be tested 
and results were noted every 24 hours for 72 hours. A positive reaction 
was indicated by an increase in length of the fish’s ovipositor, normally 
about two millimetres to 15 or even 25 millimetres. Positive reactions in 
the majority of cases occurred within 24 hours, a few within 48 hours. A 
negative reaction was not reported until 72 hours had passed without any 
increase in length of the ovipositor. After the test, the fish was returned 
to a tank of fresh water and the ovipositor retrogressed to normal size in 
about two weeks. The fish was not again used until a lapse of three weeks 
from the beginning of the first test. 

The fish were partially standardized before use, 14 out of 17 responding 
to known pregnancy urine, while three did not react to any kind of urine 
and were excluded from the test. 

The results of the tests were not considered to be wholly reliable. It is 
true that a positive reaction, in some degree attended the use of urine from 
women definitely known to be pregnant, but, on the other hand, a positive 
reaction occurred in several instances when urine from women definitely 
not pregnant, and urine from males, was used. The same resulted from the 
use of urine from female children under the age of eight years and from 
women while menstruating, and in others who had passed the climacteric. 

A very full bibliography is appended. 


OBSTETRICS IN RURAL SASKATCHEWAN. 


The average maternal death-rate in the Dominion of Canada for the 
years 1928 to 1933, inclusive, is 5.3. That for the Province of Saskatchewai 
is 5.2. In 1933 there were 5,88 babies delivered in the Province (28.6 per 
cent of all births) without the attendance of a doctor or nurse. 

The art of obstetrics in Saskatchewan presents many difficulties, because 
of great distances, a racially mixed population, extremes of temperature, 
and economic tribulations. The cities and well-settled municipalities are 
adequately provided with hospital accommodation and medical practitioners. 
Difficulties arise in the outlying frontier and homestead land. To meet the 
need of these special districts the Saskatchewan Red Cross, in 1920, opened 
special outpost hospitals, and since that time 19 have been established and 
have cared for 5,090 maternity patients, 5,012 being confined in the 
hospitals and 78 at home under the care of Red Cross nurses. There were 


952 





REVIEW OF CURRENT LITERATURE 


14 maternal deaths, a rate of 2.7, about half the general rate for the 
Province. It is interesting to compare this with the work of the Victorian 
Order of Nurses, who have assisted with 14,000 confinements throughout 
Canada. The average maternal death-rate was 2.1. As regards the 
mortality in the outpost hospitals, two patients died of embolism, one of 
haemorrhage at delivery, three of eclampsia, two died after prolonged 
labours, five died of influenza and pneumonia, and one after a normal, easy 
delivery and without any rise in temperature, because of an obsession that 
death was inevitable as her mother and maternal grandmother had died 
at their first confinements. 

It is felt that the solution of the problem of high maternal death-rate 
is not the employment of midwives to deliver normal cases in their homes 


THE PROBLEM OF MATERNAL MoRTALITY. 


Maternal mortality is an age-old problem, allusions to it being made in 
early Biblical records. In all countries of the world the death-rate is very 
high, and the author has made an attempt to analyse the factors which 
contribute to this regrettable state. There will of necessity be unavoidable 
deaths, but there are many deaths which should be prevented. 

Criminal abortion is one of the greatest causes of fatality, and, unfortun- 
ately, these cases must be grouped with the general figures. It seems that 
the education of the laity as to the dangers of abortion is the only available 
remedy at present. Another group cf cases which helps to swell the figures 
is that of women who should never be allowed to become pregnant, namely, 
those suflering from chronic nephritis, severe cardiac lesions and pulmonary 
tuberculosis. It is regrettable that many deaths are due to the increase in 
operative procedures to effect delivery. All too often indifferently trained 
physicians undertake procedures which are not too safe even in the hands 
of an expert obstetrician. 

Caesarean section is one of the most abused operations. Under the best 
conditions the mortality is between one and two per cent, and rises to 30 
per cent after numerous ineffectual attempts at vaginal delivery have been 
made. It is probable that the total average mortality for all cases is between 
10 and 15 per cent. 

Toxaemias of pregnancy add their quota. The gravid patient should be 
continuously observed throughout pregnancy, and when dangerous signs 
and symptoms persist in spite of treatment, the pregnancy should be 
terminated. It is specifically mentioned that Caesarean section should have 
no place in the treatment of eclampsia, except when there is an associated 
insuperable mechanical obstruction. 

The relative safety of delivery at home or in hospital is difficult to 
appraise. It is true that the death-rate in hospitals is higher, but it must 
be remembered that hospitals receive a larger percentage of difficult and 
complicated cases. Further, in hospitals, there is the danger of spread of 
infection to all women when infection arises in a single case or when a 
carrier of sepsis is present. 

Special allusion is made to the Mary Breckenridge Midwife Service in 
the Kentucky Mountains: 2,000 women were delivered under the most 
primitive conditions; two deaths occurred from cardiac complications, but 
not any from infection. 


953 





JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


The most common cause of death is puerperal sepsis, a disease which 
must be regarded as preventable. The fundamental principles of asepsis are 
too often ignored. The occurrence of autogenous infection must be admitted. 
Organisms inhabiting the birth canal are often the cause of infection. The 
respiratory tract of the attendant frequently harbours streptococci. The 
wearing of proper masks should be made compulsory. The infection intro- 
duced by instruments or the examining finger is, however, probably more 
important. Abdominal and rectal examinations should supply the com- 
petent physician with all necessary information. When interference is 
absolutely necessary the most scrupulous antiseptic technique should be 
observed. Intercourse, near the onset of labour, has been known to be 
followed by fatal septicaemia, and coital infection has, on enquiry, been 
found to be unexpectedly frequent. 

The investigations by the New York Academy of Medicine in 1933 of 
2,041 maternal deaths revealed that of these 1,343, or two-thirds, were 
definitely preventable, and the responsibility rested with the physician or 
midwife in 63 per cent, and with the patient in 36 per cent. This may 
be regarded as a fair index of the general situation as regards preventability 
and the placing of responsibility. A similar study in Philadelphia in, 1934 
showed comparable findings. 

It is incumbent upon the medical profession to take such measures as 
will eliminate these fatalities. Thorough pre-natal care is most essential, 
but more important, however, is adequate training of the physician in 
obstetric work. Too frequently the young physician enters practice without 
having had sufficient clinical and didactic instruction. He should thoroughly 
learn the principles of the management of labour and of aseptic technique; 
he should know intimately the various obstetric operative procedures and 
the definite indications for their employment. Training should be continued 
after graduation. The half-trained, self-styled specialist is a menace to the 
community, 

A table of compared mortality rates in the United States, Great Britain, 
and other countries for the years 1925 to 1933 is included. 


MATERNAL DEATHs. 


The maternal death-rate in Canada is 5.3 per 1,000 live births. It is 
four times as high in non-spontaneous as compared with spontaneous 
deliveries. One-third of the maternal deaths occur in the first and second 
trimester, and only one half of the deliveries are at full time. 

The author is of the opinion that two deaths out of every 1,ovo live 
births are not chargeable to legitimate obstetrics. 

The Victorian Order of Nurses, the Red Cross Society and the Assistance 
Maternelle of Montreal have maternal death-rates of less than half the rate 
for Canada, but they usually deal only with full time pregnancies. 

In the Province of Ontario half of the deaths occur in the first and 
second trimester and only half of the deliveries are at term. 

Allusion is made to the maternal death-rate in Rochdale, England, 
which was reduced in two years from 10 to 3.9 per thousand by co-operation 
of the medical profession and others. The public was taught the importance 
of pre-natal care. After a time, however, enthusiasm waned and the 
death-rate again increased to five or more. 
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The education of both doctors and the public is important but it must 
be sustained. Two details of instruction are suggested, (1) to discourage the 
use of instruments or other measuers unnecessarily to hasten the completion 
of labour. reminding all that non-spontaneous deliveries are attended by a 
mortality-rate four times as high as spontaneous deliveries; (2) to dissociate 
themselves and the medical profession from measures to produce abortion, 
reminding them that half of the maternal deaths are attributed to this 
cause. 

The author voices a plea for better sanitary, hygienic and dietetic con- 
ditions which would tend to diminish the spread of infection and raise the 
bodily resistance. 

A list of Departmental Reports is appended. 


MATERNAL MortTaLity. 

The report of the Canadian Welfare Council for the year 1935 revealed a 
high maternal mortality and, in addition, a high natal and neonatal death- 
rate. Among the 29 countries mentioned Canada occupies the twelfth 
highest place. 

During the last five years an average of 230,000 babies were born 
annually, and of the mothers who gave them birth 1,200 died and 23,000 
were, in varying degrees, permanently disabled; 16,000 of the babies) died, 
75 per cent of these within the first month after birth. 

The average age at which these women died was 31 years. Their deaths 
resulted in an average of 5,305 children being left motherless each year. 

It has been shown that at least half of these deaths were avoidable. 
The chief causes of death were sepsis, haemorrhage and the toxaemias, 
accounting for 70 per cent of the deaths. 

In Canada there is a vast number of services which would be useful in a 
campaign against the high maternal and infantile death-rate. At present 
there is no co-ordinating plan on a nation-wide scale, and this is the most 
outstanding and urgent need at the moment. 


THE HISTOLOGY OF THE THYROID GLAND IN PREGNANCY. 

A perusal of the literature fails to reveal any definite proof of patho- 
logical change in the thyroid gland directly attributable to pregnancy. 
The authors are of the opinion that the condition of the thyroid gland before 
the onset of pregnancy must be definitely known before any positive 
evidence of enlargement during pregnancy can be accepted. 

They have shown that in their district 30 per cent of young women 
have enlargement of the thyroid gland before the occurrence of pregnancy. 

The clearest differentiation must be made between enlargement due to 
lack of iodine and that due to pregnancy. It is highly probable that lack 
of iodine is the essential cause of enlargement. nae 

Observations were made by the authors upon 130 animals of similar 
age at various stages of pregnancy and the findings were carefully compared 
with those resulting from observations of 95 nonpregnant animals of similar 
age. These observations indicated the presence of a mildly increased 
physiological activity of the thyroid gland, and this activity appears to 
be more pronounced in the early months of pregnancy. 

A very full reference to the literature is appended. 

J. Lyle Cameron. 


955 





JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


Medical Journal of Australia. 


Vol. i, No. 9, February 29th, 1936. 
Foetal death. C. A. C. Leggett. 


Vol. i, No. 13, March 28th, 1936. 
*Chorion-epithelioma. C. Firth Pettinger. oa 

Vol. i, No. 14, April 4th, 1936. 
*Bipartite ovaries. Arthur J. Mollison. 

Vol. i, No. 16, April 18th, 1936 
*The prevention of maternal morbidity. C. V. Watson Brown. 


Vol. i, No. 18, May 2nd, 1936. 
*Histidine in the urine as an indication of pregnancy. Vera I. Krieger. 


CHORION-EPITHELIOMA. 

A case of chorion-epithelioma, in which the symptoms came on so rapidly 
as to simulate a ruptured ectopic gestation, is reported. There was a 
rupture of the uterus with profuse intraperitoneal haemorrhage, while posi 
mortem examination revealed the lungs to be full of secondary deposits. 


BIPARTITE OVARIES. 


A case is described in which a woman had apparently four ovaries, al! 
of normal size and macroscopically normal, the two ovaries on each side 
being joined by a band an eighth of an inch thick. 


THE PREVENTION OF MATERNAL MorBIDITY. 


The importance of efficient antenatal, natal and post-natal supervision is 
stressed. The administration of calcium and iron is urged, both of which are 
deficient in the normal dietary. The limitation of carbohydrates during 
the antenatal period will prevent the foetus reaching an excessive size. 

Sufficient vitamins are of great importance and not always included in 
the dietary. A binder is described which gives the patients a feeling of 
support, and reduces the number of malpresentations. 


HISTIDINE IN THE URINE AS AN INDICATION OF PREGNANCY. 


Three methods for the detection of histidine in urine are reviewed. The 
results obtained were unreliable, positive tests being obtained from males 
and non-pregnant women, and negative tests from cases of early pregnancy. 

W. R. Winterton. 


Australian and New Zealand Journal of Surgery. 


Vol. v, No. 4, April 1936. 
*Ovarian hormones and their relation to tumours of the heart. Dean Lewis. 


OVARIAN HORMONES AND THEIR RELATION TO TUMOURS OF THE BREAST. 


The relations between the menstrual cycle and the histological appear- 
ances of the breast were studied. At mid-period time the duct system was 
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found expanded and an increase in the epithelium was noted, coinciding 
with the increase of oestrin in the blood. An increase in the acinar elements 
occurs from the twenty-sixth to the thirtieth days, at the time of the 
increase of progestin. With the degeneration of the corpus luteum the 
epithelial buds regress. In chorion-epithelioma of the testicle the breasts 
enlarge and the Aschheim-Zondek reaction becomes positive. Oecstrin given 
daily to monkeys increased the size of the breasts; the changes regressed 
at the end of two weeks. 

Microscopically the ducts had increased in length, were dilated, and the 
number of epithelial layers had increased. 

In male monkeys a condition similar to gynaecomastia followed the injec- 
tion of anterior pituitary-like hormone from urine secreted by pregnant 
women. The testicles were double the normal size. 

In a series of women with fibro-adenomata it was calculated that the 
condition arose soon after puberty. It never arises after the menopuse. A 
fibro-adenoma, removed from the breast of a girl who had never menstruated, 
was found to contain 45 times more oestrin per unit than a cow’s ovary. 


W. R. Winterton. 


Journal of the Egyptian Medical Association. 


Vol. xiv, No. 1, January 1931. 
*The treatment of chronic gonorrhoeal infections in women. Mahfouz Bey. 
*Gonorrhoea in the female. Bagouri. 
*The pathology of gonococcal lesions in the female. Urquhart. 


THE TREATMENT OF CHRONIC GONORRHOEAL INFECTIONS IN WOMEN. 


In this paper Professor Mahfouz Bey lays due stress on the severe 
disability and ill-health caused by chronic gonorrhoea in women. The 
chronicity of the malady, the author points out, makes treatment necessary 
over long periods. The various lesions and their respective treatment are 
discussed. 

Chronic Bartholinitis, as.met by the author, was mostly of the ‘‘abscés a 
répétition’’ in type. Total extirpation of the gland is recommended as the 
best form of treatment. 

‘Chronic urethritis was caused by abscesses of Skene’s duct and Max 
Schuller’s glands. Extirpation of these glands is recommended without fear 
of the complication of urinary fistula. Incision and cauterization has not been 
found to be efficacious treatment. 

Chronic vaginitis of the granular form is, in the author’s experience, 
often present, and neglect of the treatment of the vagina often accounts 
for reinfection of the cervix. Painting the vagina with 20 per cent of silver 
nitrate for six days, protargol tampons and douches of zinc chloride, 1 in 
4,000, for two months is the treatment favoured. 

Cervicitis. Applications of picric acid and glycerine after cleaning the 
cervix with dilute liquor posassae, 1 in 4, are advocated. The applications 
must be made into the cervical canal, and, on an average, eight applications 
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are sufficient. The thermo-cautery is advised for cases which do not respond 
to picric acid treatment. 

(Chronic gonorrhoeal endometritis is discussed in association with cervicitis. 
We are warned against intra-uterine applications. Tampons-and hot douches 
used over long periods are advised. In certain cases dilatation of the cervix 
and light curettage of the endometrium followed by an intra-uterine plug 
soaked in 50 per cent of formalin for a few minutes are recommended. 

Towards gonorrhoeal salpingitis the writers attitude is essentially con 
servative, pelvic diathermy being used in the late stages of the treatment. 
If surgical interference is required, however, the vaginal route is recom- 
mended in acute cases with a big collection of pus which requires immediate 
drainage. Chronic cases are best dealt with surgically at least six months 
after the original infection, and the extirpation of the Fallopian tube should 
be radical. The comparatively frequent involvement of the vermiform 
appendix in right tubal lesions is discussed. 


GONORRHOEA IN THE FEMALE, 


Dr. Bagouri approaches the treatment of gonorrhoea in the female from 
a social point of view, defending the ‘‘poor woman suffering from this 
disease and especially the public woman.’’ He urges the adoption of active 
measures to combat the ever increasing danger of gonorrhoea, and in this 
respect he recommends more personal attention to individual patients and 
careful investigations before the case is pronounced cured. On the whole 
he agrees with Professor Mahfouz Bey, but claims that diathermy has not 
been properly tried as a method of treatment. 


THE PATHOLOGY OF GoNococcaAL LESIONS IN THE FEMALE. 


In opening the discussion on the pathology of gonococcal infections in 
women, Professor Urquhart refers to the considerable importance of the 
condition, both as a primary infection and as a chronic disease with the 
sequelae of sterility, arthritis of various forms and myalgia Special refer- 
ence is made to ophthalmia and the possibility of infection via towels and 
dressings in cases of vulvo-vaginitis in children. 

We are reminded that the gonococcus is easily killed by drying, hence 
thorough drying of articles, such as sheets and towels, is recommended. 
The diagnosis of the condition is discussed, and the cultural method oi 
diagnosis in women is strongly recommended in every case in which the 
smear is negative. 

The widespread area of infection, involving the genito-urinary tract, the 
anus and the rectum, is duly stressed in connexion with the spread of the 
disease, and with the investigations required in assessing the progress of a 
case under treatment. Extra-genital complications are referred to, specially 
the most fatal, though fortunately rare, gonococcal septicaemia, and the 
acute or subacute rheumatic complications. 

Opthalmia neonatorum and secondary infections of the eye are discussed 
at length. ; 

A. H. Chenard. 
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The American Journal of Obstetrics and Gynecology. 


Vol. xxix, No. 6. 

The treatment of amenorrhoea with large doses of oestrogenic hormone. 
R. Kurzrok, Leo Wilson, and M. A. Cassidy. 

The role of oestrin and progestin in experimental menstruation. E. T. 
Engle, P. E. Smith, and M. C. Shelesnyak. 

Blood lipoids in the puerperium. E,. M. Boyd. 

The effect of theelin on the human vaginal mucosa. R. M. Lewis. 

“Relation of vitamin B deficiency to metabolic disturbances during pregnancy 
and lactation. E. M. Tarr and Olga McNeile. 

A study of the collagen of the placenta. B. Jenney, junr. 

“Upper urinary tract infections complicating pregnancy. H. F. Trant and 
A. Kuder. 

The pelvic fascia. N. P. Sears. 

Chorion-epithelioma with a long latent period. David Feiner 

*Report of a case of luteoma with review of the literature. S. H. Wills and 
S. A. Romano. 

Anaemia of pregnancy. F. R. Irving. 

Diathermy in the treatment of pelvic pathology. N. E. Titus. 

Transverse cervical Caesarean section. R. J. Hefferman. 

A new method for measuring the blood loss during the third stage of labour. 
J. B. Pastore. 

An analysis of 1,772 abortions and miscarriages with a consideration of 
treatment and prevention. R. E. Stewart. 

Foetal cephalometry in utero and the determination of foetal maturity. 
H. Thoms. 

Tuberculosis and pregnancy. D. S. Brachman. 

Tubal endometriosis simulating ectopic pregnancy. J. I. Kushner. 

A case of tuberculous infection of the Bartholinian gland. A. Bassler. 

Recurrent hydrocephalus. R. H. Leland. 

Mucus trap for tracheal insufflation in newborn infants modified for the 
administration of oxygen and carbon dioxide. M. Berlind. 

Retractor obstetric forceps. M. Norman Moss. 

Recurrent tubal gravidity on the same side. J. Deutsch and Jacob Clake. 

Supernumerary mammary gland tissue on labia minora. W. F. Mengert. 

Prolonged retention of foetus from an extra-uterine pregnancy. T. H. 
Aschman and F. C. Helwig. 

Placenta praevia complicating twin pregnancy. M. W. Haws. 

Society Transactions, 

Editorials. 

Selected Abstracts: Pregnancy complicated with diseases of the pancreas 
and kidney. 


Vol. xxx, No. 1. 
The role of blood transfusion in the treatment of obstetric haemorrhage 
W. J. Dieckmann and E. F. Daily. 
The surgical treatment of ovarian malfunctions. M. R. Robinson. 
“The management of the prenatal and the post-natal cervix. M. A. 
Castallo and T. L. Montgomery. 
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*Veratrum viride in the treatment of eclampsia. R. D. Bryant. 

A study of the foetal mortality in patients with organic heart diseas«. 
Harold M. Teel 

*Haemorrhage in late pregnancy. Philip H. Smith 

Some problems in pregnancy and diabetes. D. W. Kramer. 

Cancer of the uterus in childhood. H. A. Lockhart. 

Mercurochrome to secure vaginal antisepsis during labour. H. W. Mayes. 

The treatment of elusive ulcer of the bladder by the application of pure 
phenol. N. P. Sears. 

The use of dilaudid in gynaecological surgery. T. K. Brown and H. L. 
Kleine. 

Ectopic pregnancy. H. Koster and W. I. Sheinfeld. 

Occipito-posterior position. J. G. Crotty. 

Caesarean section: factors influencing mortality. A. T. Bowers. 

Fibromyoma of the cervix uteri. V.S. Counseller and D. C. Collins. 

Tubal gestation. C. H. Tyrone, S. A. Romano, and C. G, Collins. 

Melanoma of the urethra. A. H. Rosenthal. 

Intravenous anaesthesia with evipal-soluble. Albert Holman and Albert 
Mathieu. 

Routine treatment of gonorrhoea in females. B. Notes. 

Observations on the normal sex ratio of albino rats and their artificial 
variation. M. A. Varzhabedian. 

A simple Roentgenographic method for accurately determining the true 
conjugate diameter of the pelvis. S. F. Weitzner. 

Abdominal pregnancy with removal, after 18 years, of a six months’ 
lithopoedion. A. W. Voegelin. 

Corpus luteum tumour. O. I. Cutler. 

The factor of birth trauma in cancer of the uterine cervix. Catharine 
Macfarlane. 

Torsion of the pregnant uterus in patients with kyphotic pelves. B. 
Rabbiner. 

Squamous-cell carcinoma of cervix; adenocarcinoma of fundus of uterus. 
M. T. Goldstine. 

Full-time unilateral tubal twin pregnancy. J. A. Ferguson and I. S. Otis. 

A new instrument for the accurate reading of the measurement of the 
diagonal conjugate. R. C. Douglas. 

Sarcoma and adenocarcinoma of body of uterus; adenocarcinoma of cervix. 
M. T. Goldstine. 

Non-polypoidal sarcoma of cervix uteri. M. T. Goldstine. 

Bloodless circumcision of the newborn. H. S. Yellen. 

A new colposcope. H. O. Maryan. 

Society Transactions. 

Selected abstracts. Uterine carcinoma. 

Correspondence. 


RELATION OF VITAMIN B DEFICIENCY TO METABOLIC DISTURBANCES DURIN( 
PREGNANCY AND LACTATION. 
After studying the average American dietary, Tarr and Olga McNeile 
came to the conclusion that many of the minor ailments of the mothe: 
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during pregnancy and lactation were probably due to a deficiency of 
vitamin B. The signs of such a deficiency were enumerated as (a) impair- 
ment of the digestive functions, (b) intestinal stasis, (c) loss of appetite, 
(d) constipation, and (e) restlessness. In order to prove their theory the 
authors gave a diet rich in vitamin B to 120 patients and controlled this 
with 116 patients who were having the standard diet. They found that 
digestive impairment was decreased from 38 per cent to 20 per cent, loss 
of appetite from 12 per cent to six per cent, constipation from 55 per cent 
to 18 per cent in primigravidae and from 70 per cent to 40 per cent in 
multiparae, headaches of vague origin from 30 per cent to 6.5 per cent, and 
bleeding following delivery from 6.5 per cent to three per cent. They also 
found that there was a marked increase in the ability to breast-feed the 
child, especially an adequate supply of milk from the twentieth to the 
thirtieth week post-partum. 

They rightly came to the conclusion that the cases in the test group 
were much improved and that probably most women during pregnancy were 
really lacking this essential vitamin; although many can get through this 
uncertain time without definite symptoms of inadequacy. The authors 
advocate a special diet for all pregnant women. 


UppER URINARY TRACT INFECTIONS COMPLICATING PREGNANCY. 


Trant and Kuder studied the changes in the urinary tract in normal 
pregnancy and came to the conclusion that the ureters and bladder were 
subjected to the same influence of pregnancy as the uterus and bowel. 
This change is chiefly in the form of atony, and they believe that it is due 
to the hormones present in the blood which are known to have a relaxing 
effect on the uterus. This relaxation is a! beneficial phenomenon as far as 
the uterus is concerned, but when applied to the ureter it constitutes a 
hazard to the woman. On X-ray examination dilatation of the ureter is 
often seen as early as the fourth month and so could not be due to pressure 
alone. The fact that pyelitis is commoner on the right side is undisputed, 
and the authors explain that it is due later in pregnancy to the pressure of 
the uterus superimposed on a ureter with atonic musculature. The authors 
call to mind the fact that it is remarkable that only two per cent of cases 
develop pyelitis and attribute this to the development of a protective force 
—an increase of immunity to the bacillus coli. 

They describe in detail the clinical course of pyelitis and pyelo-nephritis 
and stress the risk of permanent damage to and chronic inflammation of 
the ureter and renal pelvis. The continuance of intermittent fever after 
rigorous treatment denotes pyelo-nephritis and the prognosis must be con- 
sidered to be grave. In these circumstances the uterus must be evacuated. 
The authors are of the opinion that one should always be apprehensive of a 
bilateral lesion, and if the temperature and symptoms do not yield after 
five or six days of active treatment that frequent blood examinations should 
be done for evidence of derangement of the kidneys. If the non-protein 
nitrogen increases they strongly advise the immediate termination of the 
pregnancy. While discussing the ultimate results post-partum of cases of 
pyelitis the authors state that 50 per cent will be completely well after 
three months and will not have a return with a subsequent pregnancy, 
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33 per cent will show some degree of permanent damage to the urinar, 
tract, while the remainder will show definite hydronephrosis and rena} 
damage. 


REPORT OF A CASE OF LUTEOMA WITH REVIEW OF THE LITERATURE. 


Wills and Romano report a case of luteoma of the ovary. The woman 
gave a history of four months of bleeding with cramp-like pains in the 
lower abdomen followed by nine months of amenorrhoea. A _ yellowish 
solid tumour of the left ovary was removed and was about 7 by 4 by 3 
centimetres in size. It was mainly made up of epithelial alveoli supported 
by a cellular fibrous stroma. A thin shell of ovarian tissue, in which only 
one early developing follicle was found, surrounded the tumour. Most of 
the cells were large, round, ovoid or polygonal in form, and with distinct 
cell outlines. In some of the smaller alveoli the cells showed a mosaic 
arrangement. Novak reported that the section was of great interest as in 
some areas the constituent cells looked much mora like granulosa cells 
than like lutein cells, and that the tendency of the cells to group them- 
selves in clusters seemed typical of the more common granulosa-cell tumour. 
Since removal of the tumour the patient has menstruated regularly every 
2G or 27 days. 


THE MANAGEMENT OF THE PRENATAL AND THE Post-NaraL CERVIX. 


The importance of early diagnosis and treatment of inflammatory lesions 
in the prenatal cervix is everywhere well recognized; the authors describe 
their methods of dealing with this problem and the results of their 
investigations. In 84 cases in which a smear positive for the gonococcus 
was obtained and the cervix was adequately treated there was no instance 
of opthalmia neonatorum in the newborn; while during the same period 15 
cases of that disease occurred among the infants of nontreated patients. 
During the treatment the patient is instructed how to douche herself daily 
with weak Lugol’s solution and how to insert a -pessary, consisting of four 
per cent powdered mercurochrome in a cacao-butter base, each night on 
retiring to bed. Once a week the cervix is exposed, and after the canal is 
cleansed with an alkaline antiseptic, it is painted with a five per cent 
watery solution of mercurochrome. The same method of treatment is 
given to cases in which the cervix is obviously inflamed, although the 
gonococcus cannot be demonstrated. The authors are of the opinion that 
careful antenatal treatment of these non-specific infections is of much 
greater worth than the practice of trying to sterilize the birth canal at the 
time of delivery. 

Routine examination of the post-natal cervix is aiso strongly advised 
by the authors. Although many of us may not be convinced that minor 
injuries of the cervix are certain precursors of malignancy, we are al 
agreed that ideally these lesions should be dealt with as soon after labour 
as possible. They do not advise routine repair at the end of the third 
stage as they feel that the risks taken on exposure and manipulation o/ 
the cervix are unwarranted unless free bleeding is taking place. In certain 
cases of more extensive tears they advise repair about the eighth day post 
partum, This is always accompanied by some general reaction and th: 
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length of stay in hospital is increased, but healing is nearly always com- 
pletely satisfactory. Secondary repair at the end of lactation is considered 
by them to be the ideal method, though milder degrees of lacerations can 
easily be treated by light applications with the electric cautery between 
the sixth and the eighth weeks. 

The authors also advise a prolonged follow-up of each case, and recom- 
mend an annual inspection of the cervix. They strongly advise the use of 
Schiller’s test, colposcopic examination, and the excision of all doubtful 
areas for microscopical examination. 


VERATRUM VIRIDE IN THE TREATMENT OF ECLAMPSIA. 


Although the use of veratrone in eclampsia has been recognized for 
many years, Bryant recommends its use, as a routine, in conjunction with 
magnesium sulphate and other well-recognized forms of treatment. It is 
suggested that five to 15 minims should be given as soon after the first 
convulsion as possible. This dose is repeated as often as is necessary to 
keep the pulse-rate below 80, or the blood-pressure at least 20 millimetres 
below the convulsive level. These are given at intervals of about 10 to 15 
minutes and usually each case requires one to three injections. The oral 
administrations of 10 to 20 minims may replace the injections as the 
patient recovers. The rationale of this treatment is explained by the 
constant finding of hypertension which is associated with generalized vaso- 
constriction. Veratrone by causing vaso-dilatation breaks this vicious 
circle. 

The effect of this injection is startling. A marked but transitory fall 
of blood-pressure occurs at once and is followed by a prolonged period 
during which the pressure is well below the original level. The heart-beat 
is slowed to 40 per minute in some patients, but soon picks up, and 
remains at 60 to 80 until the effect of the drug has passed off. 

The author also advocates the administration of magnesium sulphate in 
the form of deep injections of 10 to 20 cubic centimetres of a 50 per cent 
solution. This is repeated in smaller doses of two to five cubic centimetres 
every six hours, three times a day and twice a day on successive days. 
He reports a series of 121 consecutive cases of eclampsia with 12 deaths, a 
mortality of 9.92 per cent. There were no deaths in the last 50 cases, and 
the author thinks that better prenatal care and the earlier admission of 
the patients to hospital have played a part in this. 


HAEMORRHAGE IN LATE PREGNANCY. 

Smith is of the opinion that bleeding in late pregnatcy is of great 
significance and that the patient should at once be admitted to hospital 
and not allowed to go home until she is delivered, evén when the bleeding 
is slight. When a vaginal examination is necessary to aid in the diagnosis, 
it should not be done until everything is in readiness for rupturing the 
membranes, inserting a bag or performing version. In 95 cases in which 
bleeding was a complication, the haemorrhage was due to premature 
separation of the placenta in 35 and to placenta praevia in 60. 

In the treatment of placenta praevia the author advocates consideration 
of the condition of the patient, the state of the cervix, parity, age, and 
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the pericd of gestation; while in premature separation the amount ot 
damage to the uterine musculature, which, if severe, would indicate 
Caesarean hysterectomy, and the degree of toxaemia, if any. 

The 60 cases of placenta praevia were treated mainly by the insertion of a 
bag, 20 cases, rupture of the membranes, 18 cases, and Caesarean section, 16 
cases. Caesarean section was done in cases of complete placenta praevia 
and in cases with an uneffaced, rigid cervix with a living baby. The 
classical operation was performed in five cases and the lower segment in 
1r cases. The author does not consider that placenta praevia contra- 
indicates this latter operation and reports that since 1931 no classical 
cperation had been performed for this abnormality. There were two 
deaths, a maternal mortality of 3.3 per cent. 

The 35 cases of premature separation were treated mainly by artificiai 
rupture of the membranes, 10 cases, Caesarean section, eight cases, expec- 
tantly, 13 cases, and by the insertion of a bag, four cases. Caesarean 
section was done chiefly on patients who were not in labour and in whom 
there was much bleeding, shock, and uterine damage. The author believes 
that in this type of case Caesarean section offers the best hope in the 
interest of the mother. There was one maternal death, a mortality of three 
per cent. 


The Journal of the American Medical Association 


Vol. cv, No. 26, December 28th, 1935. 
Toxaemia of pregnancy; a clinical and pathological study. J. R. Goodall. 


Vol. cvi, No. 2, January 11th, 1936. 
*Congenital obstruction of the female urethra. W. E. Stevens. 
Pressor and oxytocic fractions of posterior pituitary extract. K. I. Melville. 
The rapid growth of a huge ovarian cyst. R. R. Moolten. 


Vol. cvi, No. 3, January 18th, 1936. 
Gastric ulcer with fatal haemorrhage in the newborn. R. H. Kunstadter. 


Vol. cvi, No. 4, January 25th, 1936. 

*Effect of progestin and oestrogenic substance on human uterine contractions : 
value of progestin in the treatment of habitual and threatened abortion. 
F. H. Falls, J. E. Lackner, and L. Krohn. 

' Vol. cvi, No. 6, February 8th, 1936. 

*Co-operative clinical studies in the treatment of syphilis: syphilis in 
pregnancy. H.N. Cole, L. J. Usilton, D. C. and J. E. Moore, P. A. 
O’Leary, J. H. Stokes, U. J. Wile, T. Parran, and R. A. Vonderlehr. 

Syphilis in pregnancy. M. J. Exner. 


Vol. cvi, No. 7, February 15th, 1936. 

Prevention of birth injury and its resulting mortality from the standpoint 
of the obstetrician. C. E. Galloway. 

*Menstrual oedema. The report of a case controlled by emmenin, but not 
by theelol or theelin. A. J. Atkinson and A. C. Ivy. 

*Fatal haemoglobinuria with uraemia from quinine in early pregnancy. 
K. T. Terplan and C. T. Javert. 

Heart-block and pregnancy: report of a successful delivery. M. Bernstein. 
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Vol. cvi, No. 8, February 22nd, 1936. 
*Hysterography as an aid in the diagnosis of abdominal pregnancy. 
J. P. Greenhill. 
*Contrast stain for the rapid identification of trichomonas vaginalis. 
J. R. Miller. 
Vol. cvi, No. 9, February 29th, 1936. 
*Neurofibromatosis: the effect of pregnancy on the cutaneous manifesta- 
tions. J. C. Sharpe and R. H. Young. 


Vol. cvi, No. 11, March 14th, 1936. 
*Resuscitation of the newborn. J. F. McGrath and K. Kuder. 
Argyria becoming manifest in pregnancy. J. Raaf and H. K. Gray. 


Vol. cvi, No. 12, March 2ist, 1936. 
*Ergonovine. Current Comment. 


Vol. cvi, No. 13, March 28th, 1936. 

~*Are there cyclic changes in the human vaginal mucosa? B. Zondek and 
M. Friedmann. 

*Observations of the gall-bladder and bile during pregnancy at term. 
M. G. Potter. 

The prevention of hypochromic anaemia in pregnancy. J. C. Corrigan 
and M. B. Strauss. 


Vol. cvi, No. 16, April 18th, 1936. 
Relaxation of the symphysis pubis in pregnancy. H. Thoms. 
*The treatment of dysmenorrhoea with insulin. A. Altschul. 


Vol. cvi, No. 17, April 25th, 1936. 
The training of medical students in obstetrics. G. W. Kosmak. 
The public health aspect of the teaching of obstetrics. R. H. Riley. 
Undergraduate obstetric education. F. L. Adair. 
*Haemoglobin and the red-cell content of the blood of normal women during 
successive menstrual cycles. R. M. Leverton and L. J. Roberts. 


Vol. cvi, No. 18, May 2nd, 1936. 
Metabolism during pregnancy. Editorial. 
Pathology of identical twins. Current Comment. 


Vol. cvi, No. 20, May 16th, 1936. 
Evaluation of endocrine therapy in primary dysmenorrhoea. S. L. Israel. 
Viability of spermatazoa in the cervical canal. F. I. Seymour. 


Vol. cvi, No. 22, May 30th, 1936. 
Diet and cancer. (Editorial.) 


Vol. cvi, No. 23, June 6th, 1936. 
Oestrogenic hormones and sarcoma in male mice. (Current comment.) 


Vol. cvi, No. 24, June 13th, 1936. 
Orchitis and odphoritis parotidea (Osler): report of two cases. A. P. 
Ohlmacher. 
*Gonorrhoeal vaginitis: results of treatment with different preparations and 
amounts of oestrogenic substance. R. M. Lewis and Eleanor L. Adler. 


Vol. cvi, No. 25, June 2oth, 1936. 
Relation of dietetic calcium and phosphorus. (Editorial.) 
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Vol. cvi, No. 26, June 27th, 1936. 
*Duration of sperm-cell migration in uterine secretions. W. H. Cary. 
Urinary histidine in the diagnosis of pregnancy. (Editorial.) 


Vol. cvii, No. 1, July 4th, 1936. 
Recognition of congenital cardiac disease. (Editorial.) 


CONGENITAL OBSTRUCTION OF THE FEMALE URETHRA. 


The author describes five cases of varying degrees of obstruction of the 
urethra in females, and points out that although many strictures of the 
female urethra yield readily to dilatation, and temporary improvement is 
common, meatotomy is the procedure of choice for obstruction at this 
location. It is preferable to bring the skin and mucous membrane together 
at both sides of the meatus with fine catgut following incision. This will 
result in less post-operative bleeding and prompt healing. 

Diaphragms and valves, in addition to several other congenital abnormali- 
ties, are occasionally found in the female urethra, and congenital strictures, 
either partial or complete, are common. 

The olive-tip bougie, skenoscope, and urethroscope are the most useful 
instruments for the detection of urethral obstruction. These instruments 
should always be employed in the examination of infants and children, as 
well as in adults, with symptoms suggestive of a pathological condition of the 
urinary tract. 

The early detection and correction of congenital strictures, diaphragms, 
and other conditions responsible for obstruction of the female urethra are 
obviously of greatest importance. 


EFFECT OF PROGESTIN AND OESTROGENIC SUBSTANCE ON HUMAN UTERINE 
CONTRACTIONS : VALUE OF PROGESTIN IN THE TREATMENT OF HABITUAL AND 
THREATENED ABORTION. 


This report includes 41 cases of habitual and threatened abortion treated 
by injection of progestin. Control experiments were also carried out on the 
human puerperal uterus, employing the technique used by Moir; in these 
experiments the effects of progestin, pituitrin, and oestrogenic substance were 
determined. 

The patients with threatened abortion received one rabbit-unit of 
progestin twice daily until all symptoms subsided. In the treatment of 
habitual abortion one rabbit-unit of progestin, prepared and standardized by 
the method of Corner, was given prophylactically twice weekly from the time 
of the diagnosis of pregnancy until the thirty-second week of gestation. 

In conclusion, the authors maintain that the use of progestin in habitual 
and threatened abortion is logical and valuable. Thirty-four of the 41 cases 
of threatened and habitual abortion were treated successfully by means of 
progestin. It was also found that the oestrogenic substance progynon B 
stimulates contractions of the puerperal uterus in doses of 20,000 and 40,000 
rat-units. One rabbit-unit (Corner) of progestin inhibits human uterine 
contractions in a seventh-day parturient patient, and one rabbit-unit of the 
lutein hormone, progestin, completely nullifies the effect of one cubic 
centimetre of solution of pituitary extract, whether given before or after the 
response to the injection of solution of pituitary extract. 
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The hypodermic injection of one-fourth of a grain of morphine sulphate 
not only failed to diminish contractions of the human puerperal uterus 
produced by the injection of one cubic centimetre of the solution of pituitary 
extract, but actually seemed to augment them. 


CO-OPERATIVE CLINICAL STUDIES IN THE TREATMENT OF SYPHILIS. 


This co-operative clinical group has studied the pooled records from five 
large syphilis clinics to determine the outcome of pregnancy in treated 
syphilitic women. The study comprises 3,817 women under treatment or 
observation for syphilis for six months or more. There were 603 women who 
had 922 pregnancies after their syphilitic infection; the results of 607 of these 
pregnancies are known, and form the basis for the statements in this paper. 

The data show that congenital syphilis is practically a preventable 
disease. Its prevention is dependent upon the routine, early and repeated 
use of the serological blood test on every pregnant woman, and on adequate 
early treatment once the diagnosis of syphilis has been made. 

A positive blood test during pregnancy is a serious complication; ro times 
as many syphilitic children were born when the syphilitic mother’s blood 
was positive during pregnancy as when it was negative. The pregnant 
syphilitic woman was found to tolerate antisyphilitic treatment as well as, 
or better than, the syphilitic woman who had not been pregnant since 
infection. There is evidence that habitually aborting syphilitic women are 
capable of producing living, apparently non-syphilitic children, when given 
specific treatment throughout the pregnancy. 

Many more non-syphilitic living children were born when antisyphilitic 
treatment was begun before the fifth month of pregnancy than when the 
therapy was delayed. This advantage was increased when the treatment 
during pregnancy was not only early but also adequate: that is at least 10, 
preferably 15 injections of arsphenamine and appropriate heavy metal. If 
early syphilis appears late in pregnancy, some treatment begun at this period 
and continued to the end of pregnancy, even though it is only a small 
amount, will be of value in the production of a living child. To those 
women with early syphilis who were treated after the fifth month of 
pregnancy only 7.6 per cent of the children were born dead, whereas among 
a similar group of women with early syphilis to whom no treatment was 
given during pregnancy the loss of life was 46 per cent. 

Treatment during a preceding pregnancy is insufficient protection for the 
present pregnancy, even though the syphilitic woman has a negative blood 
reaction. It is necessary to treat her throughout each pregnancy to insure a 
living non-syphilitic infant. The important factors in controlling clinical 
progression and relapse in the syphilitic woman are the stage of syphilis on 
the beginning of treatment and the amount of therapy administered, rather 
than the pregnancy. The possible exception is the apparent protection 
pregnancy affords the patient with early syphilis in avoiding involvement of 
the central nervous system. 


MENSTRUAL OEDEMA. 


Thomas has reported two cases in which oedema occurred regularly and 
only during menstruation. One of these patients was given hypodermic 
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injections of anterior pituitary extract and later the gonadotropic substance 
of pregnancy urine. With the latter substance he was able to prevent the 
oedema. Sweeney has reported upon the body-weight of 42 normal young 
healthy women. Thirty per cent showed a gain of three or more pounds 
during the menstrual cycle, usually just before the menstrual flow was 
established. Some had a true oedema. 

The authors have had the opportunity of observing a patient with 
pronounced menstrual oedema of long standing; the oedema would appear 
first one week before the period commenced, and would not disappear until 
one week after bleeding had stopped. The swelling of the feet and legs would 
pit on pressure, and was often accompanied by headache and epistaxia. 

The administration of emmenin, 12 cubic centimetres daily of 60-day oral 
units of collip, resulted in the complete disappearance of the oedema. When 
the emmenin was not given, the oedema appeared again with the next period. 


FataL HAEMOGLOBIN WITH URAEMIA FROM QUININE IN EARLY PREGNANCY. 
A woman, aged 41 years, and approximately three months pregnant, had 

taken 100 grains of quinine; haemoglobinuria and uraemia developed. The 

blood-urea nitrogen reached 344 milligrams per 100 cubic centimetres. 

In the kidneys there was found marked distension of the tubular system, 
brought about by masses of haemoglobin (so-called haemoglobinuric renal 
damage), associated with definite focal inflammatory lesions. Three grains 
of quinine were recovered from the liver. 


HYSTEROGRAPHY AS AN AID IN THE DIAGNOSIS OF ABDOMINAL PREGNANCY. 

A case of abdominal pregnancy, probably ovarian in origin, is reported in 
order to emphasize that a diagnosis of abdominal pregnancy can be made 
with certainty by the injection of iodized oil into the uterine cavity. It is 
suggested that this procedure should be adopted in all cases in which it is 
known that the baby is dead and in which it is suspected that the pregnancy 
is not intra-uterine. 


CONTRAST STAIN FOR THE RAPID IDENTIFICATION OF TRICHOMONAS VAGINALIS. 


The use of the hanging drop or wet smear under a cover-glass for the 
identification of the trichomonas vaginalis occasionally offers difficulties when 
the organisms are few or when their motility is temporarily suspended. A 
drop of o.1 per cent of safranin is useful as a diluent for the material that is 
to be examined. Not only the nuclear material but also the protoplasm of 
the leucocytes rapidly takes the safranin stain, whereas the trichomonas 
vaginalis organism remains unstained and conspicuous as a clear object 
against a slightly pink background. 

The safranin in this dilution does not interfere with the motility of the 
trichomonas. 


NEUROFIBROMATOSIS: THE EFFECT OF PREGNANCY ON THE CUTANEOUS 
MANIFESTATIONS. 
Four cases are quoted. In each case the pregnancy had a definitely detri- 
mental effect upon the course of Recklinghausen’s neurofibromatosis, it was 
observed that various combinations of cutaneous nodules and pigmentation 
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may occur before, during, and after pregnancy. The exacerbation of the 
disease by pregnancy increased the possibility of involvement of bone or the 
central nervous system, the chance of ulceration or malignant degeneration, 
and the incidence of pain. 

There were no complications of delivery as a result of the disease, but it 
would seem advisable to prevent the occurrence of pregnancy in those women 
with either the incomplete or the complete form of the disease. 


RESUSCITATION OF THE NEWBORN. 


This is a long and detailed article based upon an investigation of 3,651 
spontaneous deliveries. Only 90, or 2.465 per cent, of the babies born re- 
quired resuscitation by artificial means. There were six foetal deaths. 

It is impossible to abstract this article successfully, but the authors come 
to the following conclusions: More careful study and recording of the factors 
relative to the incidence, causation, and treatment of asphyxia neonatorum 
should be the continuous duty of every maternity service. In the authors’ 
opinion, the method of direct exposure intubation and insufflation of oxygen 
go to 95 per cent, and carbon dioxide five to 10 per cent is the treatment 
of choice because of its ease of application and its beneficial results. 


ERGONOVINE. 


In view of the fact that ergometrine, ergotocin, ergobasine and ergo- 
stetrine have been found to be identical, the Council of Pharmacy and 
Chemistry reports the adoption at its annual session, on March 14th, of a 
new propriety name for the alkaloid, “‘ergonovine’’. This new term was 
chosen instead of one of those propcsed because of the difficulty of deter- 
mining priority and because of possible conflict of the other names with 
the policy of the Council governing nomenclature. 


ARE THERE CYCLICAL CHANGES IN THE HUMAN VaGINAL Mucosa? 


The authors are able to obtain specimens of the human vaginal mucosa 
at any time during the menstrual cycle by means of a very small sharp 
curette designed for the purpose. This curette takes off a strip of mucosa 
about two centimetres in length and two millimetres in width. 

The vaginal mucosa has been studied in women who are menstruating 
normally and also in those suffering from primary and secondary amenor- 
trhoea. The results obtained are summarized as follows: In the human 
vaginal mucosa there was no evidence that cyclical changes occur as in the 
uterine mucosa. The vaginal mucosa shows different microscopical appear- 
ances in different places. In deficient ovarian function (primary amenor- 
rkoea) is found a picture of a mucosa similar to one with good ovarian 
function, with even the same changes as in the premenstrual phase. 

In the absence of ovarian function, by means of ovarian hormones 
(oestrogenic substance, progestin) the authors could produce enlargement of 
the uterus, a proliferative and premenstrual mucosa and menstruation, but 
they could not find analogous changes in the vaginal mucosa. 

In human beings the infantile vagina may be influenced by oestrogenic 
substance, but it is not certain whether it is because of a specific hormonal 
effect on the vaginal mucosa or on the mucous membranes in general. 
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Since the vagina is developed embryologically differently in differen: 
species, the different reaction of the vaginal mucosa is explainable. 


OBSERVATIONS OF THE GALL-BLADDER AND BILE DURING PREGNANCY AT TERM. 


The frequency of abdominal distress in the upper right quadrant of th« 
abdomen of women ante-partum and post-partum led the author to investi- 
gate, by palpation, inspection and aspiration, the gall-bladder in all cases o 
Caesarean section. 

In 390 Caesarean sections at term, in normal pregnant women, the gall- 
bladder was found to be large, atonic, globular and distended in 75 per cent. 
Appropriate ante-partum intake of fat would scem advisable as a preventa- 
tive of gall-bladder distress, provided no previous cholecystitis exists. It 
was found that biliary stasis in gall-bladders at term is common, but 
bacterial invasion of the gall-bladder bile at term is rare. 

Metabolic malfunction associated with functional motor disturbance and 
stasis rather than infection or mechanical pressure would seem to be the 
forerunner of biliary disease in women. These investigations proved that 
hypercholesterolaemia exists in pregnancy at term, and, clinically, post- 
operative nausea and vomiting were markedly reduced by release of the 
intra gall-bladder pressure. 


THE TREATMENT OF DYSMENORRHOEA WITH INSULIN. 


In a group of 12 patients, all nulliparae, suffering from primary or essen- 
tial dysmenorrhoea, 10 received practically total relief from menstrual pain 
by using insulin from three to seven days before or during the period. One 
patient obtained relief in one period with one type of insulin, and no relief 
during another period with a different type of insulin. Another patient was 
only partially relieved. 


HAEMOGLOBIN AND RED-CELL CONTENT OF THE BLOOD OF NORMAL WoMEN 

DURING SUCCESSIVE MENSTRUAL CYCLEs. 

The haemoglobin and red-cell content of the blood of four normal wome1 
ou a constant diet was determined almost daily for three months. Analysis 
of the data shows the occurrence of daily variations in both haemoglobin 
and red cells, the majority cf which are not greatex than the experimental 
error. The standard deviation for the entire series is o.g gm. for haemoglobin 
and 0.31 million for red cells. 

There was a definite upward trend in the haemoglobin values of every 
subject during the entire period. The values increased from 12.95, 12.54, 
11.62, and 13.06 gm. per hundred cubic centimetres for subjects A, B, C, 
and D respectively for the first menstrual cycle to 14, 13.92, 13, and 
14.3 g.m. for the last cycle in the study. There is a possible significance of 
these increases, since they suggest the storage of measurable amounts of iron 
from a diet containing only the usual standard recommendation for this 
mineral, but well fortified in other dietetic essentials % 

The red-cell count remained remarkably constant for all subjects 
throughout the experiment. In one case, when 5 mgm. of ferric ammonium 
citrate was given during two menstrual cycles, the red-cell count increased 
0.5 million per cubic millimetre and the haemoglobin content increased 
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I gm. per 100 cubic centimetres. These higher values were not maintained 
when the citrate was discontinued. 

From the data presented it appears that there is no definite or measur- 
able effect of the process of menstruation on the daily values of either 
haemoglobin or red cells in the subjects studied. Although occasional 
marked daily variations ir the blood-values occur, they do so irrespective 
of the different phases of the menstrual cycle. 

The results of this study emphasize that the existence of normal daily 
variations of haemoglobin and red-cell count, even in subjects under con- 
trolled conditions, must be recognized when one judges the significance of 
single determinations or the influence of menstruation on these blood 
constituents. 

John Beattie. 


GONORRHOEAL VAGINITIS: RESULTS OF TREATMENT WITH DIFFERENT 

PREPARATIONS AND AMOUNTS OF OESTROGENIC SUBSTANCE. 

The usual treatment of gonococcal vaginitis in children presents certain 
practical difficulties which, the authors contend, can be avoided by the 
application of routine oestrin therapy. They were originally of the view that 
the good results obtained were due simply to the thickening and cornification 
of the immature vaginal mucosa, but recently they found that the proportion 
of cures varied in ratio to the increase in acidity of the vaginal secretions 
under treatment. The acidity is due to lactic acid, and is dependent on the 
amount of glycogen in the superficial layers of the vaginal mucosa. Very 
little glycogen is normally present in the vagina of a child, but it appears in 
large quantities after the administration of oestrogenic substance, and the 
authors found that the pH of the vaginal secretions formed a satisfactory 
index of the oestrogenic response. 

Oestrogenic substance (amniotin) was at first given hypodermically, and 
it was found that large doses, e.g. 2,400 international units daily, gave the 
best results, smears becoming negative in an average of 24 days. Later 
vaginal suppositories were used in place of the injections, the dosage being 
1,000 international units daily, and it is claimed that this method is at least 
as successful and, at the same time, more convenient for the patient. Out of 
33 children treated by this method the authors obtained 30 temporary cures, 
five of which later relapsed. No accessory treatment is given, and it is 
claimed that medical inspection is only required once weekly. 


DURATION OF SPERM-CELL MIGRATION IN UTERINE SECRETIONS. 

Since Nurnburger’s report 16 years ago of living spermatozoa found in 
excised Fallopian tubes 14 days after the last reported coitus, general 
opinion has swung to the opposite extreme, Moench stating that body 
temperature kills sperm-cells in 24 hours in most instances. 

It is known that the life of spermatozoa is prolonged at temperatures 
below that of the body, but the author finds that sperm motility in normal 
cervical mucus continues long after all travel has ceased in a direct specimen 
collected from the same source and observed at room temperature or body 
temperature. This suggests a chemical rather than a thermal explanation, 
and the author is planning further investigation on these lines. 
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It is stressed that to be capable of fertilization the spermatozoa must 
show powers of active migration, and not mere motility. Four cases from 
the author’s practice are quoted, in which actively migrating sperm-cells 
were found in the cervical mucus 60, 36, 80, and 64 hours after coitus. In 
the third case quoted above all sperm-cell motility had ceased in a direct 
specimen from the husband kept at room temperature for 12 hours. 

It is admitted that much reliance has be placed on the patient’s 
remembrance of the last time of coitus, but the results suggest that the 
female secretions are less inimicable to spermatozoa than is often believed. 

F. H. Finlaison. 


Surgery, Gynecology and Obstetrics. 


Vol. Ixii, No. 5, May 1936. 
*The intravenous use of hypertonic glucose in obstetrics and gynaecology; 
an experimental and clinical study. H. B. Matthews and V. P. Mazzola. 
*The control of morbidity and mortality following pelvic surgery; a review 
of a second series of 1,000 consecutive personal cases. W. T. Dannreuther. 
*Roentgen pelvimetry and foetal cephalometry. R. P. Ball. 
*Ectopic vaginal ureter. C. L. Deming. 
*Pregnancy following Caesarean section. K. Kuder. 
*Vaginal heat treatment and pelvic infections. L. M. Randall. 
Vol. Ixii, No. 6, June 1936. 
*The treatment of abortion. J. L. Reycraft and S. Foster Moore. 
*The gentle handling of cancer. H. G. Sloan. 


Vol. Ixiii, No. 1, July 1936. 


“Cyclical changes in the human vaginal mucosa. H. F. Trant, P. W. Bloch, 
and A. Kuder. 

*The double (differential) stethoscope; an aid in determining the state of 
the individual tubes during the performance of Rubin’s test. G. King. 

*Infra-red photographic study of the changing pattern of the superficial 
veins in a case of human pregnancy. L. C. Massopust. 

*Abortion; a statistical analysis of 2,287 cases. C. H. Peckham. 


THE INTRAVENOUS USE OF HYPERTONIC GLUCOSE IN OBSTETRICS AND 
GYNAECOLOGY; AN EXPERIMENTAL AND CLINICAL STUDY. 


Matthews and Mazzola have carried out experiments which illustrate the 
value of glucose in obstetrics and gynaecology. It was found that the 
proper use of hypertonic intravenous glucose played an important part 
in the prevention and relief of secondary shock, dehydration and acidosis. 
In acute haemorrhage or injury followed by shock with marked reduction in 
blood-pressure, intravenous glucose helps to raise the blood-pressure and 
tide the patient over until transfusion’ can be given. 

During the ante-partum and post-partum periods when shock from 
haemorrhage and trauma, fatigue from prolonged labour, dehydration, 
acidosis, or infection occur, intravenous hypertonic ‘glucose will slow the 
pulse-rate, raise the blood-pressure, help to relieve the acidosis, dehydration 
and intestinal distention, and thereby improve the general condition of the 
patient. 
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Glucose has also proved valuable in the pre-operative preparation of the 
patient, either by mouth or intravenous infusion. It also helps to control 
vomiting and assists in the reduction of intestinal distention, after operation. 

The ease of administration of intravenous glucose makes it available for 
every physician everywhere, since it can be administered by any doctor 
who can introduce a needle into a vein. 


THE CONTROL OF MorRBIDITY AND MoRTALITY FOLLOWING PELVIC SURGERY 

A REVIEW OF A SERIES OF 1,000 CONSECUTIVE PERSONAL CASES. 

In a previous communication the author made a critical analysis of 1,000 
consecutive personal operative cases. Having conscientiously scrutinized 
these he has found it possible to effect a reduction of 34 per cent in 
morbidity and of 57 per cent in mortality. In the second series of 1,000 
there was morbidity in 53 patients and eight patients died. The following 
points of value were noted by him. 

He found that gentleness in separating intestinal adhesions, the recogni- 
tion of endometriosis of the recto-vaginal septum, a refusal to irradiate 
any patient suspected of harbouring a latent pelvic infection, careful 
peritonealization of raw surfaces, and the use of sheets of gutta-percha to 
cover surfaces which cannot be peritonealized, will all obviate faecal fistulae 
and post-operative intestinal obstruction. 

The routine administration of 10 per cent of carbon dioxide in oxygen 
just before completion of the operation will minimize the incidence of 
pulmonary complications in general and pneumonia in particular. 

Approximation of the vaginal fibres of the levatores ani muscles with 
kangaroo tendon and a subcuticular suture of the margin of the skin 
evidently minimizes perineal wound infection. 

Keeping the bladder free from residual urine lessens the incidence of 
post-operative cystitis. 

Postponing elective operations until the cardio-vascular system is in the 
best possible condition, and the frequent practice of active motion of the 
extremities throughout convalescence will practically eliminate post-opera- 
tive embolism. 

Pre-operative blood-transfusion should be utilized in all cases of anaemia, 
debility or sepsis. 


ROENTGEN PELVIMETRY AND FOETAL CEPHALOMETRY. 


A Roentgenographic technique for determining the size of the foetal 
cranium—pelvic diameter ratio in units of volume—is presented, which 
requires only two films and does not involve any mathematical computation. 
The absolute rate of increase in volume of the foetal cranium in utero as 
obtained from Roentgenographic data is shown. A new. instrument, the pelvi- 
cephalometer for correcting the magnification of a Roentgenographic image 
and its application to obstetric patients, is described. Several reports of 
cases are presented to illustrate. the accuracy of the procedure. 


Ectopic VAGINAL URETER. 
Ectopic vaginal ureters produce uniform symptoms of vaginal dripping 
of urine which exists with normal urination. The opening for an ectopic 
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vaginal ureter is on the anterior vaginal wall near the midline anywher 
between the hymen and the cervix. The right side is more frequently 
involved than the left, the ectopic vaginal ureter always runs to the uppe: 
pole of the kidney. No attempts should be made to conserve these ureters 
and kidneys. Heminephrectomy may be done if vessels are distinct to 
each kidney, but once infected complete removal of the kidney is indicated. 
Total removal of the ectopic ureter offers an easy method of treatment 
when infection has not taken place. 


PREGNANCY FOLLOWING CAESAREAN SECTION. 

The basis of this paper is a statistical study of the cases of pregnancy 
following Caesarean section which have been under the care of the Woman’s 
Clinic of New York Hospital, for the first 25 months from the date of its 
opening, September 1932. 

In a group of 92 pregnancies following Caesarean section, seven resulted 
in abortions. There was only one maternal death, and six infantile deaths. 

In 46 of these cases Caesarean section was repeated, and it was in 
this group that the maternal death occurred. Delivery through the normal 
birth canal occurred in 45.88 per cent of the patients, with good results in 
the cases of the mothers, and all but one infant. 

The fact that a patient has had one Caesarean section does not indicate 
that this method must be used in a future pregnancy unless some abnormal! 
condition exists. In every case the patient should be carefully studied in 
the ante-natal period, admitted to hospital for observation a few days 
before the expected date of delivery and closely watched during labour. 
A thin uterine scar, defect in the uterine musculature, or a history of a 
febrile puerperium following the previous section, may be indications for 
another Caesarean section. 

This study reveals the importance of having recorded in the histories 
accurate pelvic measurements, detailed descriptions of the indications for, 
and the type of, operation performed, and the patient’s course during the 
puerperium. 


VAGINAL HEAT TREATMENT OF PELVIc INFECTIONS. 


Vaginal heat merits use in the treatment of pelvic infections, but the 
author states that there are certain points regarding treatment by this 
method which should be discussed. 

Pressure sufficient to distend the upper portion of the vagina and 
sufficient to apply the applicator to the cervix and vaginal fornices is 
absolutely necessary, to any degree of temperature, and if a patient will 
not tolerate this pressure, treatment might as well be discontinued. 

With regard to temperature, 130°F. has been advanced as an ideal, but 
the number of women who will tolerate this with sufficient vaginal disten- 
tion, are few; a temperature of 115°F. will be found more efficacious. 
Women vary greatly in their tolerance to heat, and this tolerance must be 
determined for each patient. To avoid damage to the vaginal mucous 
membrane or cervix, inspection should be made from time to time and 
perhaps a treatment should be missed. 
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THE TREATMENT OF ABORTION. 

This study represents a total of 45 cases which were observed at 
Cleveland City Hospital during the two and a half years from July 1st, 1932, 
to January ist, 1935. A more or less uniform practice in the treatment of 
cases affords an excellent opportunity for judging results. No therapeutic 
or threatened abortions are included in this series. 

The general tendency in treatment is toward the policy of non-interven- 
tion, as it is recognized that invasion of the uterus may be extremely 
dangerous. However, in some instances this risk is justifiable. The import- 
ance of blood-transfusion is stressed. Intra-uterine manipulation is avoided 
in all cases, if practical, and opportunity is allowed for spontaneous com- 
pletion unless haemorrhage is severe. If, however, the abortion is still 
incomplete after the patient has been nonfebrile for 48 hours, there is not 
any advantage in delaying completion for a longer time. 

Of the 445 cases observed, 272 were treated by some type of operative 
evacuation. The best time to empty the uterus when infection has been 
present is after the temperature has been below 100.4°F. for 48 hours. This 
procedure should be carried out with a minimum of trauma avoiding dilata- 
tion of cervix and curettage if possible. There were 21 deaths in this 
series but only three followed operative treatment, the rest died within 
24 hours of admission. 


THE GENTLE HANDLING OF CANCER. 


It is important that malignant tumours should be handled as gently as 
possible, because roughness is liable to dislodge some cancer cells and 
hence be an accessory in arousing distant metastases. If microscopic exam- 
ination is necessary to establish the diagnosis, the method of obtaining a 


specimen must be carefully planned. In a mammary lesion it is better to 
excise the mass with a generous piece of the surrounding normal tissue 
or remove the whole breast, if necessary, rather than cut into the tumour. 
Trauma of the tumour by knife or needle is best avoided. When a woman 
presents herself with a lump in the breast, the examining hands touching the 
lesion should be as few and as gentle as possible. Blunt dissection or gauze 
wiping should be altogether avoided in the operation. 


CycLICAL CHANGES IN THE HUMAN VAGINAL Mucosa. 


This study of the human vaginal mucosa is based upon specimens taken 
from 29 normally menstruating women who had no gynaecological or endo- 
crine condition which might vitiate the observations in so far as could be 
ascertained. 

The outstanding points of this study are worthy of note. In the histo- 
logical variations of the human vaginal mucosa there is a definite rhythm 
which it is possible to correlate with menstruation and hence with the 
ovarian cycle. This cellular response is characterized by proliferation on: 
the part of the stratum germinativum with increase in the number of 
young epithelial cells in the basophilic zone of the epithelium. This response 
is associated with occasional mitoses and very definite leucocytosis and 
hyperaemia. The proliferative phase appears in the premenstruum, lasts 
six or seven days, and is either completed premenstrually or extends into 
the menstrual phase and occasionally into the postmenstruum. It has not 
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been observed between the seventh and twenty-first days of the cycle. 
Between the proliferative phases the epithelium is quiescent. Such alterna 
tion between proliferative and inactive phases has not been demonstrable, 
by the authors, in- pregnancy, which seems to indicate that the rhythm oi 
the vagina is related to the ovarian cycle. They have also been unable 
to correlate changes in the superficial and intra-epithelial layers of the 
vaginal mucosa with the menstrual cycle. According to their observations 
they are quite arrhythmic. 


THE DouBLE (DIFFERENTIAL) STETHOSCOPE. AN AID IN DETERMINING THE 
STATE OF THE INDIVIDUAL TUBES DURING THE PERFORMANCE OF RUBIN’s 
TEST. 

One of the minor deficiencies of Rubin’s test up to the present time has 
been the impossibility of determining with accuracy in every case whether 
a given lesion is situated in the left or the right Fallopian tube and whether 
patency is present on one or both sides. The author felt that the problem 
could be solved by the use of the double stethoscope and he had aa trial 
model made; after carrying out tests, he is convinced that it will be a real 
help in differentiating between the state of the two tubes. In using the 
instrument the doctor should stand on the patient’s right facing toward her 
feet, in such a position that the movements of the recording needle on the 
kymograph, if one is used, are plainly visible to him. The end of the 
stethoscope in contact with the left side of the patient’s abdomen is thus 
connected with the observer’s left ear and that placed over the right side 
with the right ear. In normal tubal patency ausculation does not play so 
significant a role, but the author found it possible by the double stethoscope 
to distinguish between unilateral and bilateral insufflation of gas. 


INFRA-RED PHOTOGRAPHIC STUDY OF THE CHANGING PATTERN OF THE SUPER- 
FICIAL VEINS IN A CASE OF HUMAN PREGNANCY. 


The author describes a method of infra-red photography for the visualiza- 
tion of the superficial blood-vessels in the living. He has found it useful 
in the study of the following clinical conditions, varicose veins, superficial 
tumours, and thrombosis of superficial and deep vessels with subsequent 
changes in the superficial collateral circulation. Infra-red photography has 
made it possible to record the vascular changes of pregnancy as they occur, 
thereby giving a permanent photographic record for comparison throughout 
pregnancy. 


ABORTION. A STATISTICAL ANALYSIS OF 2,287 CASES. 


An analysis has been made of 2,287 cases of abortion treated by the 
Obstetrical Service of the Johns Hopkins Hospital over a period of 38 years. 
These cases have been divided according to type as, spontaneous, operative, 
missed and therapeutic. Abortions of all types comprised 7.60 per cent of 
the total admissions to the clinic in a series of over 30,000 patients. 
Omitting pregnancies terminated for therapeutic reasons, 38.15 per cent of 
the abortions were completed spontaneously and 59.80 per cent by operative 
means, while 2.05 per cent were cases of missed abortion. The general 
population of the clinic was composed of almost equal numbers of black 
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and white patients, but in the abortion series 63.45 per cent were white and 
36.55 per cent black. The author’s experience has proved the wisdom of 
the expectant policy in cases of infected abortion. Operative procedure 
should only be undertaken when the haemorrhage is severe and necessitates 
evacuation of the uterus. The author also believes that waiting is again 
the most satisfactory policy in the group of missed abortion. In many cases 
several weeks elapsed between diagnosis and the actual passage of the 
products of conception. When therapeutic abortion is indicated it is impor- 
tant to defer the operation! if possible until the patient’s general condition 
has reached its maximal improvement and to perform the operation under 
rigid surgical technique. 
C. D. Read. 


Gynécologie et Obstétrique. 


Vol. xxxiii, No. 3, March 1936. 

*A point in the technique of the Baldy-Dartigues operation. Meriel and 
Rieunau. 

*Virilism at puberty. Seguy. 

The treatment of uterine bleeding. Gambarow. 

Pneumoperitoneum in the diagnosis and treatment of tuberculous salpin- 
gitis. Stein. 

*The value of the uterine sound in the treatment of sterility. van Tongeren. 

Endomyometrial grafts; experimental studies; their application in practice, 
Carlos and Murray. 

The entero-genital syndrome in non-pregnant women, Guillemin. 


Vol. xxxiii, No. 4, April 1936. 

“The role of endometriosis in the pathenogenesis of tubal pregnancy. 
Villard, Regad, and Contamin. 

*The cardiac disturbances associated with fibroids. Jeanneney, Colombies, 
and Guilhem. 

*The blood-cholesterin in pregnancy. Bugnard, Colombies, and Guilhem. 

Notes on the cases of ruptured uterus occurring in Hanoi between 1930 and 
1934. Cartoux. 

*A point in the technique of the lower segment Caesarean operation. 
Fulconis. 

The treatment of genital infections by ionization. Fouks, Mochkov, and 
Veltmann. 

Vol. xxxiii, No. 5, May 1936. 

"The effects of attempts at abortion on the evolution and prognosis of 
ectopic gestation. Trillat and Contamin. 

*The ureters in gynaecological surgery. Théodoridés. 

The results of the treatment of cancer after three years. Archanguelsky 
and Noudolskaia. 

*A new instrument for extraction after perforation. Koller. 

Acute pulmonary oedema in pregnancy with cardiac disease; recovery after 
vaginal Caesarean section. Lévy-Debré. 
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A PoINT IN THE TECHNIQUE OF THE BALDY-DARTIGUES OPERATION. 


The authors prefer the Baldy-Dartigues technique to the Gilliam opera- 
tion except in cases in which one appendage has been removed and th 
broad ligament has becn distorted. The special point of technique empha 
sized in their note is the need for fixing the round ligaments together ai 
three points on the posterior surface of the uterus. The first point near 
the fundus, the second one centimetre lower, the third as close to th« 
isthmus as is practicable. In this way a broad attachment is secured. Ot 
their 18 cases five have subsequently had normal pregnancies. 


VIRILISM AT PUBERTY. 


Seguy dis:usses the problem of adolescent virilism. Virilism usually sets 
in at two age periods, between the ages of 15 and 25, and after the 
menopause. It is characterized by two groups of phenomena, the regression 
of the secondary female sexual characteristics and the appearance of the 
secondary male characteristics. Care must be taken not to regard patients 
as instances of virilism when hirsutes is the only abnormality, since hirsutes 
may develop without any modification of the more fundamental sex 
characteristics. 

(1) Virilism due to ovarian lesions. (a) The most important of these 
are the arrhenoblastomata. Ablation of these masculinizing tumours is 
followed by regression of the virilism. In one of the author’s cases the 
urine showed an excess of the male sexual hormone. (b) Luteal tumours 
of the ovary may be associated with development of virilism, though less 
commonly than the arrhenoblastomata. (c) Occasionally ovarian atrophy 
may determine the onset of virilism. 

(2) Virilism due to lesions of the adrenal cortex. A series of lesions 
of the adrenal cortex, ranging from simple hypertrophy to new growths 
may determine the condition. The connexion is by no means constant 
and other factors must be concerned. 

(3) Virilism due to lesions of the anterior lobe of the pituitary gland. 
The eosinophile adenomata may induce some of the changes of virilism as 
part of a more complex syndrome (giantism, acromegaly, etc.). 

(4) Virilism due to lesions of the thyroid gland. Although such a relation 
has been described, in the author’s opinion the real cause in such cases is 
the associated ovarian lesion. 

From a therapeutic standpoint cases of virilism fall into two groups, 
those in which an evident cause is present, such as an arrhenoblastoma 
or a hypernephroma, and in which the indications for treatment are plain, 
and a second group in which no apparent cause can be discovered and the 
lines of treatment are necessarily experimental. In this group lines of 
treatment which have been suggested are resection of the hila of the 
ovaries, the injection of folluculin, X-ray treatment of the pituitary, and 
laparotomy to exclude a possible hyperplasia of the adrenal cortex (Broster, 
Gardner-Hill). 


THE VALUE OF THE UTERINE SOUND IN THE TREATMENT OF STERILITY. 


The author has treated 150 cases of sterility in women. In 85 of these 
patients the passage of a uterine sound is the first step in the treatment. 
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Of the patients who had been sterile for two years or more 52 per cent 
subsequently became pregnant, 41.8 per cent of the pregnancies commenc- 
ing within six months. 


THE ROLE OF ENDOMETRIOSIS IN THE PATHENOGENESIS OF TUBAL PREGNANCY. 


This paper gives, in the first place, a general review of the aetiological 
theories of tubal gestation and then proceeds to a review of the principal 
papers which have dealt with the question of tubal endometriosis. The 
authors adduce two reasons for concluding that endometrial islets in the 
Fallopian tubes are the primary factors in ectopic gestation. In the first 
place, both conditions, endometriosis and ectopic gestation, possess common 
aetiological features, the chief of which is chronic inflammation. Their 
second argument is that embedding of the ovum cannot occur without a 
local decidual reaction, and the normal tubal mucosa cannot, in their opinion, 
manifest such a reaction. 


THE CARDIAC DISTURBANCES ASSOCIATED WITH FIBROIDS. 


The author divides the cardiovascular disturbances associated with 
fibroids into five groups as follows: (1) Functional disturbances, (2) organic 
cardiac changes, (3) vasomotor lesions, (4) changes in the blood, (5) cardio- 
vascular lesions associated with thyroid lesions. The incidence of these 
lesions has been variously assessed. Engelmann found 1.5 per cent in 1,400 
cases of fibroids, Von Jaschke 37 per cent in 962 cases. The authors found 
an incidence of 24 per cent in their series of 196 fibroids. 

With regard to the pathenogenesis, many authors have invoked the 
existence of a myomatous toxin, others the co-existence of a thyroid mal- 
function. Other and more evident factors determining the incidence of 


cardiovascular lesions are secondary anaemia, infections, and the toxaemia 
associated with necrobiosis. 

The authors finally discuss the association of hypertension and fibroids, 
and conclude that the two phenomena are independent, coinciding on the 
same favourable soil. 


THE BLOOD-CHOLESTERIN IN PREGNANCY. 


The authors have studied the variations in the blood-cholesterin, both 
of the blood-plasma and the corpuscles, in 106 pregnant women. They used 
a control series of 20 normal women. 

They found that pregnancy is usually attended by a moderate increase 
in the total blood-cholesterin, the increase only appearing in the later 
months. On the other hand, from the onset of pregnancy there is a pro- 
gressive increase in the plasma-cholesterin with a simultaneous decrease in 
the corpuscular cholesterin. This alteration in the .cholesterin partition 
proceeds so far that by the ninth month the plasma’s content of cholesterin 
is higher than that of the corpuscles, though in non-pregnant women it is 
much lower. In the first few days of the puerperium there is a rapid return 
to a normal distribution. 


A PoINT IN THE TECHNIQUE OF THE LOWER SEGMENT CAESAREAN OPERATION. 
The author recommends that the peritoneum over the lower segment 
should be incised vertically to allow the prolongation upwards of the 
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muscular incision in cases in which the lower segment is as yet incompletely 
formed, and also to avoid wide elevation of peritoneal flaps with th« 
attendant risks of the formation of a haematoma. He sutures the peritoneal 
incision with a continuous purse-string stitch, which puckers up the incision 
completely. In infected cases this method of peritoneal suture affords th« 
opportunity of leaving behind a drain in contact with the muscular layer. 


THE EFFECTS OF ATTEMPTS AT ABORTION ON THE EVOLUTION AND PROGNOSIS 
OF Ectopic GESTATION. 


The authors record seven personal cases of ectopic gestation in which 
initial attempts had been made to induce abortion under an erroneous 
diagnosis of an intra-uterine pregnancy. In addition, they abstract a further 
12 such cases recorded in the literature. 

They emphasize that pelvic infection is the likely complication, and 
consider these cases occur in sufficient frequency to justify the suspicion of 
attempted abortion in every case of ectopic gestation in which symptoms of 
infection are present. Symptoms of interference fall in two phases, early 
and late, separated sometimes by a latent interval. The main feature of 
the early phase is freer vaginal bleeding than occurs in an uncomplicated 
ectopic pregnancy. In the late phase the clinical picture is one of pelvic 
peritonitis. In three of the author’s cases involvement of the pelvic colon 
was the outstanding clinical feature. 

The prognosis is definitely worse than that of uncomplicated ectopic 
pregnancy. Three of the authors’ seven patients died, a mortality of 43 
per cent. The morbidity-rate was likewise high. 


THE URETERS IN GYNAECOLOGICAL SURGERY. 


This paper deals with the technique and results of implantation of the 
ureters into the colon. Details are given of a case of bilateral implantation 
performed for a large vesico-vaginal fistula of obstetric origin. The left 
ureter was implanted into the descending colon, the right into the ascending 
colon seven months later. The patient died of uraemia consecutive to 
pyelo-nephritis seven weeks after the second operation. 

The main technical point emphasized by the author is the need for the 
formation of an adequate sphincter round the new stoma. He effects 
this by introducing the ureter obliquely through the wall of the colon, and 
then burying a loop of the ureter in the muscular coat of the colon at a 
point two centimetres proximal to the stoma, leaving a short section of the 
ureter unburied on the surface of the colon between these two points. In 
this way he claims that a double sphincter is obtained. If bilateral 
implantation is done the descending colon must be used for both ureters. 
The ascending colon does not tolerate urine so well and an ascending 
infection is more likely. A two-stage operation is essential. The paper is 
furnished with an extensive bibliography. 


A NEw INSTRUMENT FOR EXTRACTION AFTER PERFORATION. 


Koller describes an instrument which he has designed for traction on the 
perforated skull. It is essentially a corkscrew, similar to.a myoma screw 
possessing two and a half spirals of a diameter of 6.2 centimetres, the 
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distance between the spirals being about one centimetre. The advantages 
claimed for the instrument are that it does not break up the vertex, minimiz- 
ing the danger to the soft parts of the mother, and that it allows the head 
to rotate into the best position for delivery as traction is made. 

P. Malpas. 


Bulletin de la Société d’Obstetrique et de Gynécologie 
de Paris, Etc. 


No. 8, October 1935. 
REUNION OBSTETRICALE DE LILLE. 
Intraperitoneal haemorrhage of ovarian origin. Delannoy. 
‘An isthmial fibroid removed during pregnancy with continuance to terin 
Delannoy and Demarez. 
‘Cold abscess of the Fallopian tube. Paucot. 


REUNION OBSTETRICALE ET GYNECOLOGIQUE DE 
MONTPELLIER. 
Polycystic kidneys and transposition of the viscera in a newborn child. 
De Carrera and Battle. 
A large necrobiotic fibroid. Lepeyre and Estor. 
Pregnancy and jabour following hysterectomy. De Carrera and Battle. 
A calcified fibroid. Lapeyre and Estor. 
Intraperitoneal haemorrhage of ovarian origin. Lonjon and Cabanac. 
Menorrhagia and mitral stenosis. Godlewski. 
“Vaginal stenosis and pyometra following radium therapy of a cervical 
carcinoma. Massabuau and others. 
Acute adnexal tuberculosis. Lapeyre and Estor. 
Caesarean section for acute hip disease. De Carrera. 


REUNION OBSTETRICALE ET GYNECOLOGIQUE DE NANCY. 

A demonstration of the hysteroscope. Hamant and Durand. 

The indications for ligamentopexy. Barthelemy. 

A fatal embolism two hours after delivery. Vermelin and Hartemana. 

An undiagnosed perforation of the intestine after delivery. Hartemann 
and Lacour. 


Vol. xxiv, No. 9, November 1935. 
SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE PARIS. 
Rupture of the vagina in labour. De Sa, 
Cases of ectopic pregnancy. De Sa. 
Haemorrhage into the adrenal capsule in a newborn child. Petitmaire 
and Grasset. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE BORDEAUX. 
“Spontaneous delivery after lower segment Caesarean section. Andérodias 
and Péry. 
“Death from shock six hours after delivery. Andérodias, Maher, and Péry. 
A case of anencephalus. Péry and Saint-Cyr. 
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Accidental haemorrhage due to injury. Andérodias and Péry. 

Coxalgic pelvis and eclampsia. Andérodias and Péry. 

*Ruptured ectopic gestation; hysterectomy. Lange. 

A papillomatous ovarian cyst with peritoneal dissemination. Charbonnel 
and Massé. 

Rupture of the uterus following manual] dilatation and internal podalic 
version for prolapse of the cord. Guyot and Péry. 

A massive fibroma of the breast in a young girl. Papin and Laporte. 

*A case of ruptured ectopic gestation. Papin and Laporte. 

Lower segment Caesarean section after a failed forceps operation. Riviére 
and Lasserre. 

Cervical fibroid causing dystocia. Mahon. 

*The limitations of conservative treatment in accidental haemorrhage. 
Mahon. 

Post-abortive pelvic peritonitis. Lange. 

*X-ray treatment as a possible cause of the degeneration of fibroids. 
Jeanneney and Rosset. 

Bilateral impacted pyosalpinx. Jeanneney. 

A case of tuberculosis and diabetes during pregnancy. Andérodias and 


Péry. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE MARSEILLE. 

Suppuration in a broad ligament cyst. Fiolle. 

Massive intraperitoneal haemorrhage due to a ruptured twin ectopic 
pregnancy. Giraud. 

Retention of the placenta for several weeks after delivery. Jacob. 

Observations on Delmas’s' method of delivery. Robiolis. 

A large pyosalpinx simulating an ovarian cyst. Moiroud and Casalta. 

Traumatic separation of the placenta. Verdeuil. 

Two cases of hydatidiform mole. Guerin Valmale and Verdeuil. 

A dermoid cyst of the labium majus. Vayssi¢re and Picaud. 

The place of vaginal hysterectomy in the treatment of prolapse. Moiroud 
and Casalta. 

Perirenal abscess in the puerperium. Moiroud and others. 

A case of phlebitis. Davéo and Rochard. 

Intraperitoneal haemorrhage arising from the ovaries during acute appen- 
dicitis. Cottalorda. 

Effacement of the cervix, incision, and extraction under spinal anaesthesia. 
Guérin-Salmale and Verdeuil. 

Two cases of premature separation of the placenta. Verdeuil. 


Vol. xxiv, No. 10, December 1935. 

SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE PARIS. 
A case of quadruplets in a pygmy. Nicolle. 
A case of adherent placenta. Chappaz. 
*The early diagnosis of pregnancy by the pupillary reaction of Bercovitz 
The two maxima of urinary mitosine, corresponding to ovular meiosis and 

menstruation. Moricard and Via. 
*Erroneous radiological diagnosis of a hydrocephalic foetus. Cathala. 
A fatal case of concealed accidental haemorrhage, Le Lorier and Lepage 
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Carcinoma of the cervical stump. Sejournet. 
Infective thrombosis of the foetal vessels of the placenta. 


Vol. xxv, No. 1, January 1936. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE PARIS. 
Accouchement forcé under evipan anaesthesia. Armand. 

Normal delivery after trial labour following a previous lower segment 
operation. Merger. 

An intraligamentary haematocele secondary to a tubal pregnancy, with a 
negative biological reaction. Merger. 

“Rupture of vulval varices during labour and their treatment. 
Constandulaki. 

Conservative treatment of perforations of the uterus occurring during 
abortion. Hristu. 

Vaccine therapy obviating the need for abdonzinal drainage Hristu. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE D’ALGER. 

*Post-partum tetanus successfully treated by vaginal hysterectomy. Lafont, 
Ezes and Gares. 

“Spontaneous subluxation of the symphysis during labour. Schebat and 
Ezes. 

A case of carcinoma of the cervix. Fulconis. 

A note on the use of lipiodol. Fulconis. 

Twin abortion in a double uterus. Fulconis 

Cure of eclampsia before the onset of labour. Larrib¢re. 

A case of a phantom pelvic tumour. Bonafos and others. 

Lower segment Caesarean section for a shoulder presentation with pro- 
lapsed arm and cord. Lafont and Ezes. 

*An instance of familial ectopic gestation. Fulconis. 

Therapeutic abortion followed by death in an asthmatic. Houel and others. 

An ovarian cyst simulating an ectopic pregnancy. Fulconis. 

Suppression of milk after excision of the thyroid gland during the puer- 
perium. Bonafos and Magnol. 

Perforation of the uterus during an instrumental abortion. Schebat and 
Lafont. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE BORDEAUX. 

*A case of tuberculosis of the myometrium. Pouyanne. 

A case of eclampsia with progressive coma and increased intracranial pres- 
sure treated by a decompressive lumbar puncture. Péry and de Saint-Cyr. 

Secondary post-partum haemorrhage treated by hysterectomy. Andérodias, 
Papin and Péry. 

A case of accidental haemorrhage treated by Caesarean hysterectomy. 
Péry. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE LYON. 
*Epistaxis during pregnancy cue to polypi of the nasal septum. Bannssillon 
and Mounier-Kuhn. 
*Avulsion of the cervix by forceps. Trillat and Michel. 
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The uncertainty of the medical methods for inducing abortion. Gonnet 
and Dauvergne. 

Two cases of premature separation of the placenta, probably due to endo 
metritis. Gonnet and Dauvergne. 

*Total hysterectomy for dystocia following ventral fixation. Rhenter an 
others. 

*Severe dystocia following ventral fixation. Trillat. 

Fatal diphtheria of mother and child. Voron, Lyonnet and Contamin. 

Two cases of haemorrhage in newborn children. Pigeaud and Lyonnet. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE NANCY. 
A case of chorion-carcinoma. Hamant. 

Phlebitis of pregnancy associated with a fibroid uterus. Hartemann. 
Intractable vomiting; Korsakoff’s syndrome. Vermelin and Louyot. 
Perforation of the uterus at curettage. Hamant and Chalnot. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE STRASBOURG 
*Birth injuries of the upper limbs. Miller. 

A case of endometrioma of the perineum. Weis and Fobe. 

Recurrent prolapse of the cord and a repeat Caesarean section. Eugui. 


No 3, March 1936. 

SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE PARIS. 

A puerperal abscess developing ir the upper abdomen. Brindeau and 
Desoubry. 

An interstitial pregnancy continuing to the eighth month. Lemaire. 

Three cases of ruptured uterus after classical Caesarean section. Brault. 

A vertex presentation born in the attitude of a frank breech. Metzger. 

Fibroids in the puerperium. Metzger. 

The conditions governing the inter-related activity of the follicular and 
luteal hormones on the uterus. Moricard. 

*Two cases of phlebitis treated by lumbar sympathetic anaestheisa. 
Digonnet, Chenebault, and Rouchy. 

Physiological rest during normal pregnancy. Lévy-Solal and Sureau, 

Two cases of face presentation diagnosed before delivery. Sureau, Walther 
and Mahivat. 

Four cases of accidental haemorrhage. Gigon. 

The rarety of puerperal phlebitis in Tonking. Cartoux. 

Two cases of eclampsia. Suzor. 

The results of the oral administration of vaccine for gastro-enteritis of the 
newborn. Daunay and Aitoff. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE LYON. 

A statistical analysis of post-partum haemorrhage in a series of 10,000 
deliveries. Trillat. 

*Korsakoff’s syndrome arising in pregnancy. Baron. 

Parotitis after lower segment Caesarean section. Voron, Brochier, and 
Magnin. 

Carcinoma corporis uteri with infection of the sigmoid colon, Caillot and 
Contamin. 
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Two cases of pulmonary thrombosis after abortion. Gonnet, Banssillon, 
and Joly. 

Congenital absence of the skin of the forearm. Trillat and Cornut. 

*A case of mercurial poisoning from vaginal douches. Rhenter, Bonnamour, 
and Perrin. 

A labour bed with a movable foot. Pigeaud. 


REUNION OBSTETRICALE ET GYNECOLOGIE DE NANCY. 
Modern diagnostic methods in gynaecology. Hamant and Rothan. 
Imperforate vagina with rudimentary uterus and ovaries. Guillemin and 

Grumillier. 

General peritonitis following rupture of an abscess of the uterine cornu. 

Hamant and Chalnot. 

Musculo-spiral palsy complicating an obstetrical fracture of the humerus. 

Hartemann and Vial 
A case of missed abortion. Fobe. 

*A case of endometrial sarcoma. Burger, 
“Primary sarcoma of the cervix. Keller. 
An-amniotic band producing a lesion of the skin of the child. Claer. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE TOULOUSE. 
Acute hydramnios and foetal malformations. Garipuy and Guilhem. 
Engorgement of the breasts with milk. Dieulafé. 

Induction of labour at term. Estienny. 
Two cases of post-partum haemorrhage. Estienny. 


No. 4, April 1936. 
REUNION OBSTETRICALE DE LILLE. 
Sterilization after repeated Caesarean sections by removal of the appendages 
and the use of an ovarian graft. Colle and Montagne. 
A large fibromyoma of the caecum. Paucot and Tison. 
*Three congenital umbilical herniae consecutively in one fraternity. Paucot 


and Gelle. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE LYON. 

“Three cases of psoas abscess in the puerperium. Trillat arid Romans. 

Resection of a dermoid cyst of a remaining ovary; preservation of part ot 
the ovary; continuance of the pregnancy to term. Caillot and Contamin. 

Amputation of a cervix which had been ligatured with a thread by the 
patient, a lunatic. Villard and Contamin. 

A further case of ectopic gestation following salpingostomy. Villard. 

The Bercovitz reaction. Voron, Pigeaud, and Bouley. 

Two instances of Porro’s operation for ruptured uterus. Voron, Brochier, 
and Bouley. 

A case of thrombophlebitis. Voron and Lyonnet. 

Spontaneous delivery of a living child through a central placenta praevia. 
Morel. 

Obstetrical separation of the lower femoral epiphysis. Trillat and others. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE MARSEILLE. 
A serious case of placenta praevia treated by evacuation of the uterus. 
Verdeuil. 
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Torsion of a large ovarian cyst. Verdeiul and Rastil. 

Endocervicitis and sterility. Chosson. 

A folliculo-luteoma of the ovary. Vayssi¢re and others. 

*The diagnosis of the foetal sex by Dorn’s and Sugarman’s test. Vayssiére, 
Mosinger, and Donnet. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE STRASBOURG. 

Appendicitis and pregnancy. Reeb. 

Three unusual fibroids. Kulikouska. 

The value of medicinal induction in cases of premature rupture of the 
membranes. Reiles. 

No. 5, May 1936. 

SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE PARIS. 

*A study of the mitotic index in a case of squamous carcinoma of the cervix 
treated with radium. Proust and Parat. 

*Acute salpingitis caused by retention of lipiodol. Prout, Parat, and Palmer. 

Hysterography in the presence of closed Fallopian tubes. Proust and 
Palmer. 

*The treatment of menorrhagia by injections of progestin and _ folliculin 
benzoate. Proust and Moricard. 

The use of a bipolar endocervical electrode in the treatment of endo- 
cervicitis by electro-coagulation. Proust and Lejeune. 

A vaginal rectractor. Proust and Jonard. 

Ten cases of retroplacental haemorrhage. Gatte. 

A grave case of accidental haemorrhage treated by rupture of membranes. 
Brault. 


REUNION OBSTETRICALE DE LILLE. 
The late prognosis of pyelo-nephritis in women. Lepoutre. 
A case of ovarian grafting. Vanverts. 
One hundred and twenty-one cases of placenta praevia. Bue and Gernez. 
Hysterectomy for accidental haemorrhage. Bue and Gernez. 
*The Bercovitz reaction. Gernez. 
*An animal experimental investigation into the pupillary reaction for the 
diagnosis of pregnancy. Gernez. 
A case of multiple cranio-facial malformations. Gernez and Bastien. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE MARSEILLE. 

A fatality after the injection of bacille Calmette-Georget. Guérin-Valmale 
and others. 

Two cases of ruptured uterus. Cambon and Plasse. 

Six cases of brow presentation. Cambon and Plasse. 

Anencephaly diagnosed during pregnancy. Plasse. 

A coelosomous monster. Cambon and Plasse. 

Caesarean section for a shoulder presentation, a lesion of the brachial plexus. 
Vayssicre. 


REUNION OBSTETRICALE DE GYNECOLOGIQUE DE NANCY. 
The treatment of puerperal infection by Rubiazol. Vermelin. 
A large retroperitoneal fibroid. Guillemin. 
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Cervical stenosis after prolonged amenorrhoea. Guillemin and Breul. 
Myomectomy during pregnancy. Hamant. 
Bilateral ante-partum phlebitis. Hartemann. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE STRASBOURG. 

The difficulty of the diagnosis of carcinoma from an erosion during labour. 
Limpach. 

Two cases of primary sarcoma of the cervix. Kraemer. 

Hydronephrosis with haematuria during pregnancy. Tournier. 

Haemorrhage at the end of the first stage of labour. Hild. 


INTRAPERITONEAL HAEMORRHAGE OF OVARIAN ORIGIN. 


The author describes two cases of pelvic hematocele due to rupture of 
follicular cysts; in these two cases the bleeding was massive and symptoms 
acute. He considers that many such cases, in which the bleeding is slight 
and operative intervention is not called for, are overlooked. 


An ISTHMIAL FIBROID REMOVED DURING PREGNANCY WITH CONTINUANCE TO 
TERM. 


A fibroid arose from the posterior aspect of the isthmus and filled the 
pouch of Douglas simulating hematocele. The uterus contained a pregnancy 
of 10 weeks’ duration. Myomectomy was performed without difficulty, 
the pregnancy continued to term and labour was normal. 


Cotp ABSCESS OF THE FALLOPIAN TUBE. 


Paucot describes three cases of tuberculous pyosalpinx in which the 
distended tube formed a large tumour. He considers this type of pelvic 
tuberculosis relatively benign, in view of the excellent general condition of 
the patient, the absence of peritoneal tubercles and the complete recovery 
after removal of the affected Fallopian tube or tubes. Tuberculous pyo- 
salpinx constitutes the most benign form of adnexal tuberculosis. 


VAGINAL STENOSIS AND PYOMETRA FOLLOWING RADIUM THERAPY OF A 
CERVICAL CARCINOMA. 


The primary growth was an endocervical carcinoma, with gross enlarge- 
ment of the body of the uterus and slight destruction only of the cervix. 
The mobility of the uterus was restricted. Microscopically it was an 
atypical squamous carcinoma. Radium was applied only vaginally, two 
tubes, each containing 10 milligrams of radium element, being inserted for 
two periods of nine and six days respectively. 

The patient remained well for three and a half years and then began 
to complain of abdominal pains. The non-protein nitrogen of the blood 
was found to be 60 milligrams per cent. The uterus was found enlarged 
to the size of a foetal head. Hysterectomy was performed. 

The specimen showed complete stenosis of the cervix and islets of carcino- 
matous cells scattered throughout the muscujar wall. The authors review 
nine further French articles dealing with cervical stenosis following radium 
therapy and conclude that the essential feature of the condition is the 
development of a local recurrence of the primary growth. 
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SPONTANEOUS DELIVERY AFTER LOWER SEGMENT CAESAREAN SECTION, 


The authors record 16 cases of normal delivery after this operation. 


DEATH FROM SHOCK SIX HouURS AFTER DELIVERY. 


In recording a case of death from shock six hours after a difficult labour, 
the authors discuss whether the shock was traumatic or specifically obstet- 
rical in nature. There was no evidence of any rupture of the uterus, nor 
was the amount of bleeding excessive. Without completely resolving the 
problem they conclude that both factors, trauma and sympathetic failure, 
were responsible. 


RUPTURED INTERSTITIAL GESTATION AND HYSTERECTOMY. A CASE OF 

RUPTURED INTERSTITIAL GESTATION. 

The first note records a case of ruptured interstitial gestation in which 
the main part of the cyst lay to the outer side of the interstitial part of the 
Fallopian tube, but quite evidently not in a diverticulum of the uterine 
cavity. Judging that haemostasis would be difficult, they performed subtotal 
hysterectomy. 

In the second case the main interest lay in the fact that on examination 
the only finding was an enlarged uterus. Intervention was called for by 
pain alone. The case was dealt with successfully by the excision of the 
right uterine cornu and the right Fallopian tube. 


CAESAREAN SECTION CONTRASTED WITH CAESAREAN HYSTERECTOMY IN THE 
TREATMENT OF ACCIDENTAL HAEMORRHAGE. 


Mahon has treated 12 cases of accidental haemorrhage by surgical 


measures. In five cases he performed Caesarean section with one death, a 
mortality of 20 per cent; in seven cases he performed Caesarean hysterec- 
tomy with four deaths, a mortality of 57 per cent. In no case was a living 
child obtained. 


X-RAY TREATMENT A POSSIBLE CAUSE OF THE DEGENERATION OF FIBROIDS. 

The patient was known to have a fibroid for 10 years. She was given a 
course of X-rays, the fibroid shrank to half its size, and the bleeding 
ceased. Seven years later the patient reported again, complaining of leucor 
rhoea and slight irregular bleeding. Hysterectomy was performed and a 
small calcified fibroid was found in the uterus, but in addition a columnar- 
cell carcinoma was found infiltrating the whole uterine body. 

The authors discuss the role of X-rays in predisposing to secondary 
malignant change in fibroid uteri. In their opinion the danger is a very 
real one. They quote Soulas’s finding (Thése de Montpellier, 1930) to the 
effect that it occurs in 2.6 per cent of non-irradiated fibromata but in six 
per cent to eight per cent of irradiated fibromata. 


THe Earkty DtaGNosis oF PREGNANCY BY THE PUPILLARY REACTION OF 
BERCOVITZ. 
The reaction consists ot an alteration in the size of the pupil after the 
instillation of a few drops of the patient’s serum. Either mydriasis or 
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myosis may be observed, dependent upon the antecedent state of the pupil. 
Bercovitz described the reaction in the Michigan Journal of Obstetrics and 
Gynecology in June 1933. 

The author’s conclusions are as follows: (1) A positive reaction is an 
almost certain sign of pregnancy. (2) The reaction, to be considered 
positive, must be either mydriasis or myosis; deformation of the pupil is a 
doubtful result. (3) A negative result in the absence of clinical evidence of 
pregnancy is of doubtful value. (4) A negative result when the clinical 
signs of pregnancy are evident is suggestive of intra-uterine death. 


ERRONEOUS RADIOLOGICAL DIAGNOSIS OF A HYDROCEPHALIC FOETUS. 


Cathala draws attention to the need for care in the interpretation of the 
X-ray appearances in cases of hydrocephalus. If the X-ray technique is 
imperfect photographic distortion of a normal head may simulate a hydro- 
cephlus. 


A CASE OF PROFUSE HAEMORRHAGE FROM VULVAL VARICES, CAUSED BY 
Forceps DELIVERY. 
The haemorrhage was checked by the application of artery forceps, 
but the patient remained in a state of collapse for the ensuing 24 hours. 


PoST-PARTUM TETANUS SUCCESSFULLY TREATED BY VAGINAL HySTERECTOMY. 

A patient was delivered normally while lying on an earth floor. In order 
to control bleeding the woman in attendance filled the vulva with a paste of 
earth and dung. The first symptoms of tetanus commenced four days later, 
the disease pursuing a typical course. On the fifteenth day she was admitted 
into hospital and was given 60 cubic centimetres of antitetanic serum 
intrathecally, 120 cubic centimetres intravenously, 300 cubic centimetres 
subcutaneously; vaginal hysterectomy was performed on the same day. 
She was given a further 500 cubic centimetres of serum on the evening 
after the operation and 300 on the following day. On the fourth day signs 
of general peritonitis appeared. A hundred cubic centimetres of anti- 
streptococcal serum and a series of intravenous injections of hypertonic 
saline were given. Six days after the operation rapid recovery ensued, 
although a very severe serum reaction proved troublesome. 


SPONTANEOUS SUBLUXATION OF THE SYMPHYSIS DURING LABOUR. 

The patient, who had four children, had been delivered by a midwife 
who experienced some difficulty with the delivery of the shoulders. On 
the fifth day the patient complained of severe pubic pain. On the eighth 
day her temperature rose and a swelling appeared above the symphysis 
extending to within two fingers below the umbilicus. This swelling was 
explored under general anaesthesia and it proved to be an infected haema- 
toma containing about a litre of fluid. There was a gap of two fingers’ 
breadth between the two pubic bodies. The cavity was drained, and 
recovery was rapid. Two months later the patient was able to walk 
normally without pain. 
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AN INSTANCE OF FAMILIAL Ectopic PREGNANCY. 


The author has operated on two sisters and one of their daughters for 
ectopic gestation. The mother of the two sisters was reported to have died 
of haemorrhage during an abortion. 


A CasE OF TUBERCULOSIS OF THE MYOMETRIUM. 

The patient, a nullipara, aged 44 years, complained of irregular bleeding 
for a few months. latterly the bleeding had been associated with some lower 
abdominal pain. The uterus was enlarged, though mobile. A diagnosis of 
fibroid uterus was made and subtotal hysterectomy performed. Caseous 
nodules, containing giant-cell systems, were found scattered throughout 
the body of the uterus. The endometrium was normal. 

The author discusses further cases reported in the literature of tuber- 
culosis of the myometrium without endometrial involvement. In his opinion 
focal tuberculosis of the endometrium must be regarded as an instance of 
muscular tuberculosis rather than a type of genital tuberculosis. 


EPISTAXIS DURING PREGNANCY DUE TO POLYPI OF THE NASAL SEPTUM. 


While epistaxis is not a common symptom of pregnancy it may some- 
times be very severe. It has usually been regarded as due to the pituitary 
congestion of early pregnancy. Solomon in 1927 considered it a manifesta- 
tion of toxaemia of pregnancy. Strauss (Annals of Otology, 1933) collected 
seven cases with two deaths. Five of these patients were subject to epis- 
taxis throughout their lives. 

In the present note the authors describe two cases of severe epistaxis 
in which the bleeding was due to simple nasal polypi, known to be present 
without causing symptoms before the pregnancy commenced. The addi- 
tional congestion due to pregnancy was considered responsible for the 
bleeding. 


AVULSION OF THE CERVIX BY FORCEPS. 


The cervix was stated to have been fully dilated at the time the forceps 
was applied. Immediately after the extraction of the child the cervix was 
noticed to have been almost completely torn away. Bleeding was very 
free. Hysterectomy was immediately performed. No peritoneal rupture 
was noted. 


TotaL HystTERECTOMY FOR DySTOCIA FOLLOWING VENTRAL FIXATION. 
SEVERE DySTOCIA FOLLOWING VENTRAL FIXATION. 

In the first case there was a thick fixation band between the anterior 
surface of the fundus and the lower part of the anterior abdominal wall. 
‘the uterus had enlarged entirely at the expense of its posterior wall. The 
cervix was drawn up towards the sacral promontory. The presentation 
was by a shoulder. Pains commenced a fortnight after term. Four days after 
the rupture of the membranes no dilatation was present and the foetal 
heart-sounds disappeared. Caesarean hysterectomy was performed. 

In the second case dense adhesions between the uterus and the parietes 
had resulted from sepsis following Gilliam’s operation. Pregnancy com- 
menced two months later. Dilatation of the cervix was very slow, the os 
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being situated high and posteriorly. Caesarean section was commenced 
but was abandoned because of the density of the adhesions, and vaginal 
hysterectomy was performed. The patient died 12 hours later. 


BIRTH INJURIES OF THE UPPER LIMBs. 

The author has observed 11 cases of obstetrical injuries to the upper 
limb in 13,451 deliveries. There were three cases of fractured clavicle, all 
following internal version and breech extraction, and all characterized by 
the absence of symptoms and rapid recovery. There were six fractures of 
the humerus, all being diaphysial fractures, no instance of epiphysial separa- 
tion being noted. Full union was obtained in every case within a period 
varying from two to three weeks. There were two cases of obstetrical palsy 
in the series, both of the Erb-Duchenne type. 

Seeing that in every case it was the anterior limb which was injured, 
the note serves to emphasize the importance, in the delivery of the shoulders, 
of the rule that the posterior arm must be extracted first. 


Two CAsEs OF PHLEBITIS TREATED BY LUMBAR SYMPATHETIC ANAESTHESIA. 


The authors describe two cases of puerperal thrombophlebitis which they 
have treated by injecting the lumbar sympathetic chain with novocain. 
They claim that the method abolishes vascular spasm in the affected limbs. 
They found that pain was immediately and markedly relieved and the 
convalescent period was definitely shorter than was expected. 

They recommend the use of 10 cubic centimetres of a 10 per cent 
solution of novocain. With the patient in the lateral position a lumbar 
puncture needle is introduced at a point three centimetres from the mid-line 
at the level of the second lumbar vertebra. It is pushed obliquely inwards 
until its point touches the side of the body of the second lumbar vertebra. 
It is then withdrawn one centimetre and again pushed on for two centi- 
metres in a direction slightly less oblique. Its point should then be in 
contact with the lumbar sympathetic chain as it lies on the antero-lateral 
aspect of the vertebral body. 


KORSAKOFF’S SYNDROME COMMENCING DURING PREGNANCY. 


Baron describes a case of polyneuritis associated with mental disturbances 
arising during pregnancy. The condition, which developed in a healthy 
woman aged 32 years, during her third pregnancy, commenced with intract- 
able vomiting and articular pains at the second month of pregnancy. 
Extreme muscular weakness then developed, the vomiting became worse 
despite medicinal treatment, jaundice developed and mental symptoms ap- 
peared, mainly disorientation and loss of memory for recent events. Abor- 
tion was induced at the fourth month, after which the mental and general 
condition rapidly improved, but the muscular weakness became more pro- 
nounced. A complete neurological examination One month after the abortion 
showed wasting and paralysis of all the muscles of the lower limbs, an 
absence of knee-jerks and ankle-jerks, and a slight impairment of sensa- 
tion. The muscles of the arms were atrophied, particularly those of the 
thenar eminence; the only sensory disturbance was attributable to the 
mental disturbance which was still present. The cerebrospinal fluid showed 
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a normal cell-count and a normal chemistry; the Wassermann reaction was 
negative; alcoholism could be excluded; indeed no cause could be discovered 
After one year the polyneuritis was found to have resolved completely anc 
the mental condition returned to normal. 


A CASE OF MERCURIAL POISONING FROM VAGINAL DOUCHES. 


The patient was first seen at the onset of labour showing massive oedema 
of the face and abdominal! wall, and urticarial patches on the chest. Albu- 
minuria was not present. Following delivery the rash became polymorphi 
and an erythema developed on the back. The temperature remained normal. 
The history was then elicited of her having received for a month previou: 
to delivery vaginal douches containing a mixture of antisptics including 
oxycyanide of mercury. The urine was accordingly examined on the fifth 
day of the puerperum and found to contain 195 grammes of mercury pe! 
per litre. 

Recovery was rapid and complete. Lactation was normal without any 
evident ill-effects to the child. 


A CASE OF. ENDOMETRIAL SARCOMA. 


The patient was aged 50 years, and had had two children; she complained 
of slight continued bleeding for two months. Seven years previously she 
had been treated with radium for menopausal menorrhagia, a dose of 
916 m.c.d. being given. This had sufficed to induce permanent amenorrhoea. 

On examination the uterus was found fixed and symmetrically enlarged 
to the size of a two months’ gestation. Dilatation disclosed a haemato- 
metra and the copious curettings which were removed were found to be 
composed of masses of round and irregular cells, with a few giant cells, and 


here and there an intact endometrial gland. (Unfortunately no further 
description of a microphotograph of the growth is given). 


PRIMARY SARCOMA OF THE CERVIX. 

Keller describes a case of cervical sarcoma. ‘he patient, a multipara, 
aged 39 years, complained of irregular bleeding and an offensive discharge 
fer two months. A vascular rounded tumour, the size of a tangerine, was 
discovered arising from the cervix. Biopsy showed it to be a spindle-cell 
sarcoma. Following the biopsy pelvic peritonitis developed, the polypus 
sloughed, and she had two attacks of pulmonary embolism, the second of 
which was very severe. When she left hospital no signs of growth were 
present except some granulations at the site of the pedicle. One month 
later these granulations were found to have grown to two or three times 
their former size. A course of radium and deep X-rays was accordingly 
given by Régaud’s technique. When the case was reported one year later 
there was not any clinical evidence of recurrence. 


THREE CONGENITAL UMBILICAL HERNIAE CONSECUTIVELY IN ONE FRATERNITY. 


The first pregnancy ended in abortion at the eighth week. The second 
child was born macerated at the seventh month, and presented an encephalo- 
cele and complete gastroschisis. In the third pregnancy the mother was 
given a course of antisyphylitic treatment. The child, which was born 
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alive, had gastroschisis, and died soon after birth. In the fourth pregnancy 
an intensive course of intravenous acetylarsan and novargre was given. 
Moderate hydramnios developed at the twenty-eighth week and a macerated 
foetus with gastroschisis was delivered at the thirtieth week. 

The mother was aged 26 years. Her previous health had been good. 
All serological tests for syphilis were negative in both parents. 


THREE CASES OF PsoAs ABSCESS IN THE PUERPERIUM. 


The authors describe three cases of this condition. Only in one case 
was a definite contraction of the muscle present. In this case the abscess 
pointed in Scarpa’s triangle, where it was opened. In the second case 
the abscess burst spontaneously in the zroin. In the third case it pointed 
above the iliac crest, where it was opened. All three patients ultimately 
recovered, the sinuses closing after four months, two months, and three 
weeks respectively. 

Four further cases from the literature are referred to. 


OBSTETRICAL SEPARATION OF THE LOWER FEMORAL EPIPHYSIS. 


The child was delivered by breech extraction. The separation occurred 
while bringing down the anterior leg. The diagnosis of forward displacement 
of the epiphysis was confirmed by X-rays. Reduction proved easy. A 
plaster spica bandage was applied in a position of semi-flexion on the fifth 
day, reapplied on the nineteenth day, and finally removed when the child 
was six weeks old. Slight limitation of flexion was then present and was 
treated by traction applied by means of a Thomas’s splint. The case was 
reported too recently to allow the result to be given. 


THE DIAGNOSIS OF THE FOETAL SEX BY DORN’S AND SUGARMAN’S TEST. 


The authors have repeated Dorn’s and Sugarman’s experiments on the 
determination of the sex in utero. (Journal of the American Medical Asso- 
ciation, November 12th, 1932). 

They conclude that at the moment the test has no practical value. 
Owing to the considerable differences in spermatogenesis observed in test 
animals of the same age, it is essential that one testis should be first 
removed as a control. They found in animals treated with urine from 
women carrying male foetfis an average of 71 per cent of undifferentiated 
cells, in animals treated with urine from women with male foettis an average 
of 46 per cent of undifferentiated cells in the testes. As regards the per- 
centage of spermatocytes little difference was observed between the two 
groups, 49 per cent and 45 per cent respectively. They found spermato- 
genesis more advanced in all the control animals than in those receiving 
the pregnancy urine. Vasodilatation of the testes proved quite unreliable 
as a test. 


Tue Mitotic INDEX IN A CASE OF SQUAMOUS CARCINOMA CERVICIS. 


Proust and Parat describe in detail the histological changes observed in a 
carcinoma cervicis before and after radium treatment. A vaginal dose of 
20 milligrams of radium element was given for a continuous period of nine 
days. A biopsy made before the start of the treatment showed a plexiform 
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squamous carcinoma with little keratinization, a high mitotic index of th 
Malpighian layer, and a low mitotic index of the basal cells abutting on th: 
stroma, 

After the radium treatment the basal germinal cells showed little or no 
change, although the cells of the Malpighian layer exhibited radium necrosis. 

The authors’ main conclusion is that the mitotic index may vary in 
different parts of the one tumour and that all mitotic figures have not th: 
same significance. Mitoses in the superficial cells may be a manifestation of 
degenerative changes. The mitoses which are significant in the determina- 
tion of the radio-sensitivity of a growth are those observed in the basal layers 
and the failure of radium therapy in the present case is ascribed to the low 
mitotic index observed in this layer. 


ACUTE SALPINGITIS CAUSED BY RETENTION OF LIPIODOL. 


The presence of a right hydrosalpinx was demonstrated radiologically by 
the injection of lipiodol. Three years later the affected Fallopian tube was 
removed. Its wall showed gross fibrous thickening with multiple yellow 
dots scattered throughout the fibrous tissue. Histologically granulation 
tissue was seen surrounding small vesicles containing a fatty substanc 
which was shown by histochemical tests to contain combined iodine. The 
histological findings resembled those seen in xanthomatous deposits else- 
where. 


THE TREATMENT OF MENORRHAGIA BY THE INJECTION OF PROGESTIN AND 
FOLLICULIN. 


The authors describe five cases of menopausal menorrhagia treated by 
the injection of folliculin and progestin. They found that the injection of 
folliculin in doses of one to 10 milligrams of the benzoate had no effect upon 
the bleeding. The addition, however, of progestin in doses of one to five 
milligrams sufficed to control the bleeding. The injection of progestin by 
itself appeared to hasten the onset of menopausal amenorrhoea. 


THE BeERcoviTz RFACTION. AN ANIMAL EXPERIMENTAL INVESTIGATION INTO 
THE PUPILLARY REACTION FOR THE DIAGNOSIS OF PREGNANCY. 


Gernez has repeated Bercovitz’s and King’s experiments (American 
Journal of Obstetrics and Gynecology, 1933, xxv, 882 and 99) in 63 pregnant 
women. A positive reaction, i.e. an appreciable pupillary alteration, was 
found only in 10 cases, 15.8 per cent. 

He has also repeated in 50 rabbits the pupillary modification of the 
Friedman test described by Davis, Konikov, and Walker (Journal of the 
American Medical Association, 1934, ii, 1529). He concludes that the test 
is inconstant and not specific for pregnancy, 

P. Malpas. 


Bruxelles Medical. 


Vol. xvi, No. 17, February 23rd, 1936. 


*Some cases of hydatidiform mole. M. Brouha and L. Kridelka. 
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Société Belge de Gynécologie et d’Obstétrique 

Meeting held on January 4th, 1936. 
Intestinal obstruction of gynaecological origin. A. Vanderzypen. 
A case of primary endometrioma of umbilicus. A. Vanderzypen and 

C. V. Bogaert. 

Meeting held on February ist, 1936. 
The use of evipan. A. Verdonck. 
Sodium evipan in obstetrics. Van Boven. 
Nitrous oxide analgesia in obstetrics. R. Pollart. 


Vol. xvi, No. 18, March tst, 1936. 
*Notes on the sexual endocrinology of the Algerian monkey. R. Courrier. 
*Should pituitrin be replaced by oxytoxin in obstetrical practice? J. A. 
Schockaert. 


Vol. xvi, No. 19, March 8th, 1936. 
The flocculation reaction of Sacho-Witebsky in the diagnosis of syphilis. 
F. Van den Branden and R. Bernard. 


Vol. xvi, No. 20, March 15th, 1936. 
*Acute intestinal obstrucion in pregnancy. P. Pastiels and R. Straetmans. 


Vol. xvi, No. 21, March 22nd, 1936. 
*Ovarian function in woman. M. P. Weil. 
*Intestinal obstruction of gynaecological origin. A. Vanderzypen. 


Société Belge de Gynécologie et d’Obstétrique 
Meeting held on March 2nd, 1936. 
Pituitary irradiation in pregnancy oedema. G. Lambert. 
Diabetes and pregnancy. M. Snoeck. 


Vol. xvi, No. 22, March 29th, 1936. 
*Ligamentopexy in conservative gynaecology. Loute. 
*A study of the relative amounts of gonadotropic hormones in the placenta 
and body fluids during normal and abnormal pregnancy. R. Bourg and 
G. Legrand. 


Vol. xvi, No. 23, April 5th, 1936. 
*Ligamentopexy in conservative gynaecology (continued). Loute. 
*The biological dosage of endocrine preparations. V.G. Bylsma. 
Some cases of intestinal obstruction following gynaecological operations. 
J. Rouffart-Marin. 
Nitrous-oxide analgesia in obstetrics. René Pollart: 


Vol. xvi, No. 24, April r2th, 1936. 
*Ligamentopexy in conservative gynaecology (continued). Loute. 


Vol. xvi, No. 25, April roth, 1936. 
*Ligamentopexy in conservative gynaecology (continued). Loute. 
*Rupture of symphysis pubis during labour. R. Schockaert. 
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Vol. xvi, No. 26, April 26th, 1936. 
Infantile mortality and congenital syphilis. A. Duprat. 


Vol. xvi, No. 27, May 3rd, 1936. 
*A study of the uterine vessels and blood elements during menstruation i 
woman. H. Keiffer. 


*A case of placenta praevia, in which the foetus was macerated, treated b 
hysterectomy. Ricklin. 


Société Belge de Gynécologie et d’Obstétrique 
Meeting held on April 4th, 1936. 
1. Biological and clinical considerations concerning ectopic pregnancy 
R. Bourg. 


. Myosarcoma of the ovary complicating pregnancy. 


R. Schockaert. 
. The spontaneous onset of labour at term. 


C. von Bogaert. 


Vol. xvi, No. 29, May 17th, 1936. 
Société Belge d’Urologie 
Report of Proceedings. 
. New urethroscope for the female. M. Vandensype. 
. Reconstruction of the female urethra by Marion’s method. M. Henneton 
Vol. xvi, No. 30, May 24th, 1936. 


*A study of the polypeptides in the blood of the pregnant woman, and th« 
foetus. G. Legrand. 


Vol. xvi, No. 31, May 31st, 1936. 
*Primary endometrioma of the umbilicus. 


A. Vanderzypen and C. von 
Bogaert. 


*The use of whole gland extracts and crystal:ine hormones in utero-ovarian 
disorders. de Luna. 


Vol. xvi, No. 32, June 7th, 1936. 


*Diabetes and pregnancy; a study of maternal and foetal glycaemia. 
J. Snoeck. 


Société de Belge de Gynécologie et d’Obst¢trique 
Meeting held on May 2nd, 1936. 


1. Conversion of a mento-posterior position into an occipital presentation. 
O. Dauwe. 


2. The abortive action of folliculin. 


A. Vanderzypen. 


Vol xvi, No. 33, June 14th, 1936. 
Physical education for women. G. Anciaux. 


Vol. xvi, No. 34, June 21st, 1936. 


*A case of toxaemia of pregnancy complicated by generalized oedema of the 
foetus. M. Brouha. 
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Société Clinique des Hépitaux de Bruxelles 
May oth, 1936. Report of Proceedings. 
. A case of puerperal parametritis due to actinomycosis. J. Snoeck. 


Société Belge de Gynécologie et d’Obstétrique 
June 6th, 1936. Report of Proceedings. 
. Large cervical fibroma. L. Kridelka. 
. Physical education for women. C. Anciaux. 
3. Pruritus vulvae and its rational treatment. J. A. Schockaert. 
. A case of tubal pregnancy associated with splenic anaemia. R. 
Schockaert. 


Vol. xvi, No. 35, June ath, 1936. 
Report of Fifth French Congress of Gynaecology, May 18th to May 2tst, 1936. 
1. General considerations on sterility. A. Binet. 
. The physiology of conception and implantation. C. Champy. 
. An aetiological and clinical study of sterility. J. Seguy. 
. The medical and surgical treatment of female sterility. A. Chalier. 
. Physiotherapy in the treatment of female sterility. M. Favreau. 


Société Belge de Biologie 
April 25th, 1936. Report of Proceedings. 
. Observations on a substance, antagonistic to vasopressin, in the serum of 
pregnant women. J. A. Schockaert and J. Lambillon. 


SOME CASES OF HyDATIDIFORM MOLE. 


Five cases of this condition are described. The interest of the first two lies 
in their treatment: both patients ultimately had hysterectomy performed— 
one for severe infection, and the other for retention of a small portion of 
active chorionic tissue. The remaining three cases illustrate the difficulties 
in diagnosis, and two of these patients were successfully treated by the 
medicinal induction of premature labour. In one patient the uterus was not 
unusually large. The authors comment on the occurrence of scanty 
menstruation and sterility following heavy curettage for vesicular mole. 


NOTES ON THE SEXUAL ENDOCRINOLOGY OF THE ALGERIAN MONKEY. 


Experiments on the male and female Barbary ape are described. In the 
female the swelling of the sexual skin is due to folliculin: it normally reaches 
its maximal size between the ninth and the eleventh days after menstruation. 
Its premenstrual atrophy may be an effect of the corpus luteum. Folliculin 
also brings about vaginal cornification in immature animals, but vaginal 
smears from adults are of no value in determining the phase of the sexual 
cycle. Courrier’s experiments confirmed those of American workers as regards 
the production of uterine haemorrhage by the withdrawal of folliculin or the 
corpus luteum hormone, but he also believes that the administration of 
folliculin can prevent the bleeding which normally follows a withdrawal of the 
corpus luteum hormone. 

By administration of bovine anterior pituitary gland, to immature animals, 
follicular ripening and cyst formation were produced: there was enlargement 
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of the sexual skin, but the formation of corpora lutea did not occur 
However, with the gonadotropic hormones of pregnancy urine, initial follicular 
stimulation was followed by the production of atretic corpora lutea: thi; 
finding differs from those previously recorded in America. 

In the male gonadotropic hormone from pregnancy urine produced 
testicular descent and enlargement; the interstitial tissue showed hyperplasia, 
but the seminiferous tubules remained unaffected. Castrate urine, however, 
stimulated the seminiferous tubules. 

Folliculin produced enlargement and oedema of the peri-anal skin in the 
male, and Courrier considers that this corresponds to the sexual skin of the 
female. Female sex hormone also brought about overgrowth of the connective 
tissue of the prostate and vesiculae seminales, whereas male sex hormone 
effected a glandular response in these organs. 

The male urethral mucosa, particularly in the region of the veru 
montanum, showed cornification following the administration of folliculin. 


SHOULD PITUITRIN BE REPLACED BY OXYTOXIN IN OBSTETRICAL PRACTICE? 


The author records a case in which puerperal eclampsia developed shortly 
after the administration of pituitrin, and he reviews the evidence in favour 
of the view that a disturbance of pituitary function is an important factor in 
toxaemia of pregnancy. 

Describing the different principles of posterior pituitary extract, 
Schockaert points out that the vasopressor fraction contains the anti-diuretic 
factor. A very small amount of vasopressor fraction may exert an important 
effect: it is suggested that during pregnancy the serum normally contains a 
substance which neutralizes posterior pituitary principle, but that it is 
deficient in this substance under conditions of toxaemia: the slightest increase 
in vasopressor principle may, therefore, precipitate eclampsia. 

In view of these considerations, and, since the refractory period which 
follows the injection of pituitrin is due to vasopressin, the author considers 
that only preparations of the oxytocic fraction of the posterior pituitary 
should be used in obstetrics. 


ACUTE INTESTINAL OBSTRUCTION IN PREGNANCY. 


Intestinal obstruction may be directly due to the pregnancy or to a 
condition unrelated to the pregnancy. It usually occurs late in pregnancy, 
and is very difficult to diagnose because the abdominal distension is not 
marked and there is not any alteration in pulse-rate and temperature 
Radiological examination after an opaque enema is a useful investigation. . 
The mortality is 40 per cent, and early operative treatment is essential. 

A case is recorded in which the obstruction was due to a band resulting 
from previous salpingostomy. The patient recovered following division ©! 
the band. 


OVARIAN FUNCTION IN WoMAN. 


This paper consists of a review of the chemistry and biological properties 
of follicular and corpus luteum hormones. The estimation of the hormon 
content of body fluids is discussed and the present methods of standardization 
criticized. 
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INTESTINAL OBSTRUCTION OF GYNAECOLOGICAL ORIGIN. 

Six cases of intestinal obstruction associated with gynaecological lesions 
are described: in three cases pelvic inflammatory masses were the causal 
agent, and in two, uterine fibromyomata were responsible for the obstruction. 
in the last case, intestinal occlusion resulted from adhesions following 
hysterectomy. 

The difficulties in diagnosis are considered and the author discusses the 
question as to whether the intestinal obstruction, or its cause, should receive 
the first surgical attention. 


LIGAMENTOPEXY IN CONSERVATIVE GYNAECOLOGY. 

The first part of this article deals with the arrangement and relative 
values of the supports of the uterus. The importance of uterine anteversion, 
and, therefore, of the utero-sacral ligaments, is emphasized. The description 
of the pelvic floor includes a detailed exposition of the superficial perineal 
muscles, triangular ligament, and the central point of the perineum: this 
latter is considered to be of some importance, since it supports the vagina and 
maintains its obliquity. 

The utero-sacral ligaments contain sympathetic nerve elements. The 
prime action of the round ligaments is to hold the uterus forwards. A study 
of the histology of these latter ligaments reveals the presence of voluntary 
muscle in their inguinal portions. This explains why abdominal exercises are 
of some value in the treatment of retroversion. 

The second section deals with the pathology of acquired retro-displacement 
of the uterus. In this connexion mild puerperal infection is a potent cause, 
and it not only causes temporary subinvolution, but produces permanent 
histological changes in the round ligaments and utero-sacral ligaments. The 
author supports his statement by photomicrographs and by the description 
of experiments designed to show the elasticity and contractility of normal 
and pathological ligaments which were removed during operation. 

Then follows a discussion of the merits of the Doléris round ligament 
ventral suspension operation, with a review of the chief features of all the 
numerous modifications of the operation which were subsequently introduced 
by other workers. 

A description of the author’s modification of the Doléris operation is 
given in the third part of the paper. Using Pfannenstiel’s incision, the round 
ligaments are divided at the internal abdominal rings. They are partially 
separated from the anterior leaf of the broad ligament and brought through 
the aponeurosis low down in the abdominal wall, three centimetres from the 
middle line on each side. The ends of the ligaments are then sutured 
together. 

The author practises this procedure as the final step in every conservative 
gynaecological operation, since he considers that uterine retroversion, 
although not present at the time, frequently develops shortly after partial 
operations. The advantages of the author’s operation are: (1) the avoidance 
of strangulation of loops of intestine by attaching the ligaments low down 
and wide apart; (2) no weakening of the abdominal wall; (3) no danger of 
including the Fallopian tubes in the parietes; (4) the anatomical result is 
excellent and the uterus is not only maintained in anteflexion, but remains 
in the pelvis; (5) the mobility of the uterus is retained. 
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In the final chapter the author illustrates his points by reference to 302 
patients on whom he had performed the operation: of these 105 wer 
personally followed up. Uterography was used to demonstrate the post- 
operative anatomical result, and the absence of adverse effects on the 
elasticity of the round ligaments was proved experimentally. 

The immediate and remote results are indicated, and compared very 
favourably with those obtained in 17 patients who had conservativ: 
operations but no ventral suspension. This operation does not have any 
adverse effect on pregnancy or parturition, and appears to favour conception. 


A StupDy OF THE RELATIVE AMOUNTS OF GONADOTROPIC HORMONES IN THE 
PLACENTA AND Bopy FLUIDS DURING NORMAL AND ABNORMAL PREGNANCY. 


Immature rabbits were used as test animals, and ovarian haemorrhag:: 
was taken as the criterion of a positive reaction. One hundred and fifty tests 
were made on 19 patients. 

The hormone content of human serum varies from 1,000 to 2,000 rat-units 
per litre in normal pregnancy and is greatest in the earlier months: it is 
diminished if the foetus dies in utero. 

The amount of gonadotropic hormone in the urine varies, but is usually 
higher than serum; the concentration depends on diuresis. The author 
suggests the introduction of a coefficient of elimination which is the fraction 
quantity of hormone per litre in serum divided by the quantity of hormon 
eliminated in 24 hours. The figure is normally 0.7 or 0.8. 

The authors were unable to demonstrate gonadotropic hormones in the 
serum of the foetus at term, and believe that the placenta is impermeable to 
such principles. They believe, moreover, that these hormones are of placental 
origin. 

The amniotic fluid content varies from 100 to 750 rat-units per litre at the 
third month to 50 to 250 rat-units per litre at term. The hormone probably 
reaches the liquor amnii by permeation through the membranes. 


BIOLOGICAL DOSAGE OF ENDOCRINE PREPARATIONS. 


The main difficulties in standardizing glandular extracts and in assessing 
their dosage are: (1) many such extracts have several independent actions, 
and contain many different fractions; (2) any method of standardization 
depending on weight is impossible unless the extract is chemically pure; 
(3) endocrine preparations, although they may be inactive in small amounts, 
may, on occasion, be dangerous. The author discusses the use of posterio1 
pituitary and anterior pituitary extracts, to illustrate the above features. 


RUPTURE OF THE SYMPHYSIS PUBIS DURING LABOUR. 


With the introduction of improved obstetrical care, this accident is 
becoming very rare, although, undoubtedly, some cases are overlooked. 

The predisposing factors in the rupture are: (1) an abnormal softening of 
ligaments due to vascularity and oedema; (2) the influence of folliculin and 
progestin; (3) cavities in the symphysis pubis which are occasionally present 
in multiparae. 

Traumatic rupture of the symphysis is due to difficult instrumenta! 
deliveries in patients with rachitic flat pelves or contraction of the pelvic 
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outlet: it may also be produced by forcible and premature extension of the 
foetal head during forceps delivery. 

Spontaneous rupture may take place during pregnancy, labour, or the 
puerperium : in the latter circumstance, the initial damage is sustained during 
delivery, and separation is completed by a sudden movement. The diagnosis 
is suggested by the occurrence of a sudden snap, followed by loss of power in 
the inferior extremities. The legs assume a position of external rotation with 
slight flexion. 

There may be associated injury to the bladder, urethra, vagina, or 
blood-vessels, and infection is a common complication. In the absence of 
the last-named complication the prognosis is good, and the only treatment 
required is rest, with immobilization of the pelvis by means of a binder. 

The author describes two cases personally seen, and another two reported 
to him. He concludes with a brief reference to the medico-legal aspect of 
the condition, and states that its occurrence could rarely lead to a successful 
claim against the medical attendant. 


A StupDy OF THE UTERINE VESSELS AND BLoop ELEMENTS DURING 

MENSTRUATION IN WOMAN. 

The present lack of knowledge concerning the mechanism of pelvic 
congestion is emphasized. This study was carried out on uteri removed at 
operations performed at known times in relation to the menstrual cycle. 
Special stains, and the injection of carmine into the vessels, were used. 

The writer concludes that the increased volume of blood reaching the 
uterus in the premenstrual phase enters the dilated capillaries and sinuses in 
the myometrium and remains there for two to five days. While it thus 
stagnates, the blood undergoes haemolysis, agglutination of leucocytes, and 
acquires the characteristics of menstrual blood. The variation in colour of 
menstrual blood depends on the time it remains stagnant. 

This system of blood-spaces only empties and fills once or twice during a 
menstrual period. 

The passage of blood towards the endometrium is determined by active 
contraction and relaxation in the veins, producing a negative pressure. The 
author describes a special arrangement of the longitudinal muscles of the 
veins, some of the fibres ending in the cushion valves which guard the vein’s 
lumen. This system prevents prolonged stagnation and thrombosis of the 
blood. 

The article is illustrated with photomicrographs, and the author points 
out that the premenstrual enlargement of the vessels is accompanied by 
hypertrophy of the endothelium, the cells of which become strongly 
argentophil. 


A Case OF PLACENTA PRAEVIA, IN WHICH THE FOETUS WAS MACERATED, 
TREATED BY HYSTERECTOMY. 


Labour began in a primigravida at the seventh month; she was first seen 
when the membranes had been ruptured for three days. The patient was 
then gravely ill with pyrexia and had a rapid pulse-rate; the cervix was 
incompletely dilated with the placenta partly covering it; the breech and 
umbilical cord were presenting. Traction on the legs revealed the changes 
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of maceration, and, in view of the dangers of embryotomy, subtotal 
hysterectomy under spinal anaesthesia was performed. A localized area o! 
gangrene was found in the uterine wall. The patient made a good recovery 

The writer points out that this type of case is common in the colonies, 
and considers that the only satisfactory method of treatment is hysterectomy. 


A Stuby OF THE POLYPEPTIDES IN THE BLOOD OF THE PREGNANT WOMAN 

AND THE FOETUS. 

Investigations were carried out on non-pregnant normal women and on 
women in all stages of pregnancy and the puerperium. 

During the first five months of pregnancy the amount of polypeptides in 
the blood remains normal. During the later months of pregnancy the level 
gradually falls and reaches its lowest point at the onset of labour. It is 
suggested that this fall coincides with the period of most active foetal growth 
and that the maternal polypeptides are changed to amino-xanthine acids, 
in which form they are passed to the foetus. 

There is a rapid rise in the polypeptide value of the maternal blood during 
labour and the puerperium: the highest level is reached about the sixteenth 
day of the puerperium: following this there is a gradual return to normal. 
This rise is probably due to the violent muscular activity of labour and the 
subsequent uterine involution and absorption of proteins. 

Examination of foetal blood revealed values entirely different from those 
obtained from the mother. There is not any constant relation, but there is 
always a larger percentage of amino-xanthine acids in the foetal blood than 
in the maternal blood. 


PRIMARY ENDOMETRIOMA OF THE UMBILICUS. 


Two cases of primary endometrioma of the umbilicus are described: one 
was proved, but the second did not possess the typical microscopic features. 
Both patients had symptoms of local pain and bleeding during menstruation, 
and both were treated by local excision. 

The theories of origin of endometriomata are enumerated, and the authors 
believe that the umbilical tumours originate from embryonic rests. 


THE Use oF WHOLE GLAND EXTRACTS AND CRYSTALLINE HORMONES IN 

UTERO-OVARIAN DISORDERS. 

The use of pure endocrine preparations is attended by variable results, 
and the effects are, to some extent, dependent on dosage. Moreover, 
endocrine disorders are not the result of altered function in one gland, but 
represent an upset in the working of several. For these reasons de Luna 
prefers to use whole gland extracts in organotherapy. He administers tota! 
placental (oestrin, prolan and emmenine) and total testicular extracts in 
dragées. One dragée contains two and a half grammes of both placental and 
testicular extract: they are administered orally, one at a time, two to 
eight daily. 

Cases of amenorrhoea, dysmenorrhoea, and menopausal disturbances ar’ 
being treated. No detailed results are given, but the author claims 60 to 65 
per cent of cures in patients suffering from painful and scanty menstruatio1 
while 80 per cent of patients complaining of menopausal symptoms ar 
completely relieved. 

1002 





REVIEW OF CURRENT LITERATURE 


DIABETES AND PREGNANCY; A STUDY OF MATERNAL AND FOETAL GLYCAEMIA. 

Since the introduction of insulin, pregnancy in diabetic patients is 
becoming more common; the prognosis has improved considerably, but the 
foetal mortality, for reasons unknown, remains high. Two cases are described 
illustrating that pregnancy affects the disease adversely and, in particular, 
increases the acidosis. The author suggests that the increased tendency 
towards acidosis may be the result of the liberation of a ketogenic hormone 
from the over-active anterior lobe of the pituitary. 

Foetal and maternal blood-sugar estimations were carried out on diabetic 
patients, on cases of normal pregnancy, and on women who had general 
anaesthesia (ether) for delivery. 

In normal pregnancy the foetal blood-sugar is slightly lower in amount 
than the maternal blood-sugar. In patients delivered with forceps under 
ether anaesthesia, maternal and foetal hyperglycaemia occurs; this is entirely 
due to the anaesthetic, since there is not any such change when forceps- 
delivery is carried out under evipan anaesthesia. 

The following conclusions are drawn: (1) After the fifth month, when the 
foetus develops its own glycogenetic powers, the glycogenetic function of the 
placenta rapidly decreases in importance. In late pregnancy the passage 
of sugar from mother to foetus is determined solely by the laws of osmosis. 
(2) In diabetes mellitus, when the blood-sugar value is permanently raised, 
the placenta retains its glycogenetic activities throughout pregnancy, and the 
amount of sugar in the blood of the umbilical vein remains comparatively 
low. (3) There is normally a rise in the level of the maternal blood-sugar at 
the end of pregnancy and in labour. The average figure is 111 milligrams 
per cent. 

In children born of diabetic mothers there is a rapid fall in the level of 
the blood-sugar during the first few days of life. This, however, is not due 
to an over-active pancreas, as was formerly supposed, since the same fall 
occurs in babies born of normal women. It is probably explained by 
increased muscular movements. 

The conception that during late pregnancy diabetic patients undergo 
improvement is discussed, and it is pointed out that: (1) The idea dates 
from times when metabolic studies were of the crudest type, as judged by 
modern standards. (2) Evidence in its favour is the hyperplasia of the foetal 
islets of Langerhans. This, however, is brought about not by the maternal, 
but by the foetal hyperglycaemia. (3) As sugar passes through the placenta 
by the laws of osmosis, the foetus receives abnormally large amounts. This 
accounts for the improvement in maternal glycosuria and also for the 
development of large babies. (4) The experimental injection of insulin into 
the mother does not affect foetal hyperglycaemia, and there is not any 
evidence to show that insulin can traverse the placenta. (5) If the foetus 
dies in utero, the maternal blood-sugar rises immediately because of the 
cessation of the placental diffusion. (6) Finally, there is not any evidence of 
improved glycogenetic powers, on the part of the liver, in pregnancy. 

It may be concluded, therefore, that any improvement during pregnancy 
is apparent and not real. Moreover, pregnancy has an unfavourable effect 
on the disease, increasing the tendency to acidosis. In certain cases it is, 
therefore, necessary to terminate pregnancy or perform sterilization. 
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A CASE OF TOXAEMIA OF PREGNANCYY COMPLICATED BY GENERALIZED OEDEM: 
OF THE FOETUS. 


The patient was aged 36 years and was pregnant for the third time. Onl, 
one child had been born alive. 

In the present pregnancy she developed jaundice and pyrexia at the sixth 
month. The uterus then began rapidly to enlarge. The jaundice disappeared, 
but oedema of the legs and abdominal wall developed and rapidly progressed. 
The uterus became so large that the cardiac and respiratory functions wer 
embarrassed, and Caesarean section under local anaesthesia was performed. 
The foetus, showing generalized oedema, made feeble respiratory movements 
and died; it weighed 1,800 grams. The placenta was also oedematous 
and weighed 1,200 gramms. The incision through the oedematous abdomina!| 
wall discharged fluid for several days and broke down on the eighth day 
The great omentum and the intestines herniated through the incision and 
secondary suture was required. The patient died on the seventeenth day. 
The indication for Caesarean section was the cardiac distress. 

T. N. A. Jeffcoate. 


Annali di Ostetricia e Ginecologie. 


Year 58, Voi. xiv, No. 3, March 1936. 

*Irradiation ol the hypophysis; therapy after disturbances due to ovarian 
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*A case of mixed tumour of the broad ligament. Gucci. 

*Behaviour of plasmic and globular chlorides in the blood in normal and 
albuminuric pregnancies. Russo Carls. 

Clinical and anatomical observaticns on cystic salpingitis, with special 
reference to spontaneous rupture of pyosalpinx. Adinolfi. 


Vol. xiv, No. 4, April 1936. 

*}epileptiiorm symptoms and the function of inaternity. Coggi. 

*Kopler-Adler’s: histidine-reaction for the diagnosis of pregnancy. Marchese 

The influence of the hormones in pregnancy urine on the reticulo-endo- 
thelial system. Romaniello. 

“The pathogenesis of primary chorion-epithelioma of the cervical canal. 
Momigliano. 

Vol. xiv, No. 5, May 1936. 

Genital polyhormonic symptoms from persistent Graafian follicle and corpus 
luteum. Motta. 

*The treatment of foetal distress. Floris. 

The action of prehypophyseal hormones and of the blood of pregnant 
women on the vital capacity and development of premature infants. 
Giuffrida. 

*Prolonged pregnancy. Retention and intra-uterine death of the foetus. 
Newly-formed diaphragm through traumatism in the cervix. Caesarea 
section. Pistuddi. 

Modifications in the ear, nose, and throat in pregnancy. Zanni. 

*The use of colloidal dioxide of thorium as a means of contrast in hystero- 
salpingography. Benassi. 
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THE THERAPY OF MENOPAUSAL DISTURBANCES. IRRADIATION OF THE Hypo- 
PHYSIS. 


Bortini reviews the treatment of vasomotor menopausal disturbances by 
drugs such as calcium, iodine, and atropine, and by ovarian preparations. 
Improved methods of extracting the latter have led to greater efficiency in 
their action, but the disadvantage of all medical treatment is its transitory 
nature. 

Fichera, in 1905, first pointed out that, after castration, the hypophysis 
increases in weight and volume, undergoing histological changes due to an 
enormous increase of the eosinophil cells. The researches of Zondek con- 
firmed this, and showed further that changes in the anterior hypophyseal 
lobe led to an increased elaboration of folliculin followed by an increase 
in prolan A. In a post-operative menopause there was an immediate 
increase of prolan A. 

The treatment of menopausal symptoms by irradiation of the hypophysis 
has, during the last 10 years, been based on these considerations. Stimula- 
tion of the abnormally secreting hypophysis leads to the reduction or inhibi- 
tion of prolan A. The normal hypophysis is comparatively uninfluenced 
even by enormous doses of Roentgen rays. Werner attributed his success 
to the effect of the rays on the neuro-vegetative system. Whether this be 
so or not, marked success has been obtained by Holz Ruecht and many 
others. Bozak reports 75 per cent of cures in 274 patients. Combining 
hypophyseal irradiation with irradiation of the thyroid gland raised his 
statistics of cure to 85 per cent. The results lasted from six months to 
four years. 

Bortoni describes the technique and results of the treatment carried 
out by himself, and considers that he, also, may claim 75 per cent of 
successes. At first his patients were hostile, dreading injury to their brains 
and still more loss of their hair. After the first successes patients came 
voluntarily for treatment and returned for its repetition. 

He concludes that in the therapy of menopausal disturbances, whether 
physiological, operative, or actinic, the best, quickest, and most persistent 
effects are obtained by irradiating the hypophysis with a focal dose of 200 
to 250 rat-units. The result is probably due to diminished elaboration of 
prolan A by the hypophyseal cells. 

Cases which do not react to hypophyseal irradiation obtain relief when 
this is combined with irradiation of the thyroid gland by a superficial dose 
of 100 to 200 rat-units. Recurrent symptoms after long intervals are bene- 
fited by a repetition of the irradiation. 

No collateral harmful effects have been noted by him, save slight stupe- 
faction immediately after treatment. This is common to irradiation of other 
organs. The much dreaded loss of brain did not take place. 


A CasE oF MIXED TUMOUR OF THE BroapD LIGAMENT. 
Because of the rarity of its site, Gucci describes a case of mixed tumour, a 
neuroma, of the broad ligament occurring in a patient aged 47 years. 
From the symptoms, history, and examination of the woman, he diag- 
nosed a subserous fibroma of the anterior surface of the uterus. After 
operation the swelling, which seemed to be united to the uterus, was found 
to be touching it, developed in the thickness of the broad ligament, and 
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slightly adherent to the pelvis. It was very easily removed with no lesion 
of adjacent organs and very little bleeding. 

The histological! report was that there were two completely distinct zones 
in the tumour. One consisted of normai nervous tissue, the other belonged 
to that type of tissue called neuromatous which originates from the sheath 
of Schwann, 

Gucci finds only six cases of neuroma of the broad ligament recorded in 
literature. Two of these were described by Cramarossa in 1935. The 
tumour is regarded as benign, but malignant change frequently occurs in 
other sites. Samaja in 1919 reported 34 cases, Hosoi in 1930 cited 65, all 
sarcomatous. Metastases, generally in the lungs, occurred in 13. Malignant 
degeneration was either in connexion with nerve trunks or cutaneous 
tumours. Raymond, in 1900, described a case of primary sarcoma of the 
nervous system, which he called neuro-fibro-sarcoma. 


THE BEHAVIOUR OF THE PLASMIC AND GLOBULAR CHLORIDES IN THE BLoop 
DURING NORMAL PREGNANCY AND PREGNANCY COMPLICATED By ALBU- 
MINURIA. 

Carlo discusses the proportion of chlorides, plasmic and globular, in 
various diseases, in normal pregnancy and in abnormal pregnancy. He also 
describes the relations between the chlorides, the alkaline reserve, and the 
nitrogen content of the blood. In normal pregnancy he has found total 
hyperchloraemia with a progressive increase in both the plasmic and globular 
chlorides from the first to the seventh or eighth month. The average values 
form a typical curve showing a prevalent increase. in the chlorides in the 
earlier months and plasmic hyperchloraemia in the later months. 

In pregnancies complicated by toxaemia he has obtained varying amounts 
of plasmic and globular chlorides. These never stand in direct relation to 
albuminuria and only occasionally is a causal relation to the nitrogen 
content indicated. From an examination of his results he considers that the 
long suppression of salt in the food of pregnant patients may sometimes 
provoke or aggravate toxic disturbances, and that a reasonable quantity of 
salt in the diet of albuminuric patients may ameliorate and even cure the 
albuminuria. 

He attributes the diverse values of plasmic and globular chlorides in 
normal pregnancy to personal and extrarenal maternal metabolism. 


EPILEPSY AND MATERNITY. 

After reviewing literature from early and recent times on the subject 
of epilepsy and the maternal function, Coggi describes in detail 24 cases 
which have come under his own observation. The older writers show a 
tendency to confuse true epilepsy with hysteria or eclampsia, and to 
attribute abortion, foetal death, or premature birth to so-called uterine 
epilepsy. Coggi agrees with most modern authors that abortion or foetal 
death rarely happens after an epileptic attack. 

The differential diagnosis between hysteria and epilepsy may sometimes 
be difficult. From an’ obstetric and therapeutic standpoint, the differential 
diagnosis between epilepsy and eclampsia is by far the most important con- 
sideration. The greatest difficulty arises when an epileptic patient becomes 
eclamptic. Distinctive symptoms in eclampsia are albuminuria and hyper- 
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tension. Interruption of pregnancy is often indicated in eclampsia, but only 
in grave cases of status epilepticus, after advice from neurologists and after 
the failure of intensive medical treatment. 

Coggi discusses the reciprocal influences between epilepsy and pregnancy, 
labour, puerperium and lactation. Pregnancy rarely has an aggravating 
influence on epilepsy. The attacks usually become less frequent and less 
intense. In one case Coggi noted a diminution in the frequency of the fits 
but an increase in their intensity. He only once noted the appearance of 
epilepsy in the puerperium. The patient had been free from it during the 
course of her pregnancy. 

As regards therapy he finds, like Castagna, that luminal either alone or 
associated with other sedatives, e.g. somnifen sanalepsis, boro-tartrate of 
potassium, is the most efficacious remedy, in the cure of epilepsy. 


THE KAPELLER-ADLER HISTIDIN REACTION IN 1HE DIAGNOSIS OF PREGNANCY. 


Marchese gives his results with the Kapeller-Adler test for the diagnosis 
of pregnancy. He made too tests on urine from pregnant women and from 
non-pregnant women, healthy or diseased, and from men, healthy or 
wounded. The test is a modification of one proposed by Vage in 1929, 
based on his discovery of histidin in the urine of pregnant patients. His 
colour tests were somewhat fleeting and often difficult to detect. 

Kapeller-Adler’s are simpler and longer in duration. Two reagents only 
are required—a bromide and an ammoniacal solution. Ordinary beakers, 
graduated pipettes, and potassium-iodide paper complete the outfit. Urine 
which contains histidin becomes reddish in colour and deepens in tone 
after standing for 30 minutes. Urine free from histidin turns yellow or 
brown in colour. 

The authoress found complete negativity in most tumour cases and very 
weakly positive results in some cases of malignant tumours. 

Marchese’s results are not so flattering. Though his tables show 62.4 
per cent positive results in pregnancy and 20 per cent in the puerperium, 
they also give 11.4 per cent of positive reactions in non-pregnant women or 
in gynaecological cases, and 10 per cent in males, whether healthy or other- 
wise. He concludes that though the reaction is simple in execution, easily 
interpreted, and requires a very short time (about 30 minutes), it cannot 
be regarded as specific for pregnancy. It certainly has a subsidiary value. 


THE PATHOGENESIS OF PRIMARY CHORION-EPITHELIOMA OF THE CERVIX. 

Momigliano refers to 33 cases of probable primary cervical chorion- 
epithelioma recorded in literature, describes nine, and adds a detailed 
account of one which recently came under his own observation. 

Cervical pregnancy is an admirable cause for creating a favourable site 
towards development of chorion-epithelioma. The frequent, if not constant, 
invasion of the muscular walls by the villi may be followed by molar 
degeneration, or directly by chorion-epithelioma. The cervix may constitute 
a better site for tumour growth than the body of the uterus. 

Momigliano thinks a revision of cases, published up to date, would be 
advisable, so that chorion-epithelioma actually primary, i.e. following im- 
plantation of an ovum on the wall of the cervical canal, could be differen- 
tiated from tumours representing the consequence of dispersion of chorion- 
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epitheliomatous elements, without evident implication of the mucosa of the 
uterine body. 


TREATMENT OF FOETAL DISTRESS. 

Floris enumerates and describes the chief clinical signs of foetal distress 
during labour. Heidler has remarked that intracranial lesions, e.g. intra- 
cranial haemorrhage, are the most frequent cause of foetal death, and that 
true asphyxia is the cause only in a relatively small proportion of cases. 
The most important sign of distress, alteration in the rhythm and frequency 
of the foetal heart-sounds, Gauss calls the ‘‘Eintritts effekt,’’ attributing it 
to decompression of the foetal head after passage through the pelvic inlet. 
It may also occur in compression of the neck by the cord or in face 
presentation. 

Once distress is detected, the rational procedure is: to remove the cause. 
(1) A prolapsed cord may be replaced; spasm of the uterus may be 
diminished or stopped, or an obstacle in the uterine canal removed 
(2) Delivery must be hastened either per vaginam or by Caesarean section 
But the risk of any operative procedure must be considered. 

Since foetal distress arises during labour and is dependent on the uterine 
contractions, the approved remedy consists in diminishing or regulating their 
intensity. 

In 1924 Frey published good results from the administration of chloroform 
between the uterine contractions. In the space of 1o minutes the foetal 
heart-sounds usually became normal and chloroform was stopped. He found 
that his forceps cases in Zurich and his natal mortality were reduced by one- 
third. Miller, Waller, and others modified his method, giving chloroform 
in drop doses. Since then some obstetricians, including Stahuke, have 
advocated the use of cardiac tonics, given intravenously or intramuscularly, 
or directly to the foetus through the presenting part. Schumacher was the 
first to employ ether in one massive dose on a special mask. 

Out of 487 births between 1929 and 1935 Floris has 104 cases of foetal 
distress from various causes—foot presentation, prolapsed cord, and the 
giving of hypophyseal extracts before admission. In 20 cases he gave ether 
in small doses drop by drop on an ordinary mask. In all, he had successful 
results, even in cases of compression of the cord. He thinks, with Waller, 
that ether is a vasodilator which improves the maternal and foetal circula- 
tions and diminishes the excitability of the foetal respiratory centre. It is 
less dangerous than chloroform or the alkaloids. Cardiac tonics excite the 
foetal respiratory centre and may provoke premature breathing and cause 
death. 

Each case must be treated on its own merits, but in most ether is a 
remedy which diminishes distress and allows spontaneous birth to be 
awaited. 


PROLONGED PREGNANCY WITH RETENTION AND INTRA-UTERINE FoEtTAL DEATH. 
STRONG CONNECTIVE TISSUE AND MuscuLarR DIAPHRAGM, TRAUMATIC IN 
ORIGIN, AT THE INTERNAL UTERINE ORIFICE. CAESAREAN SECTION. 
Pistuddi describes a case of prolonged pregnancy due. to the traumatic 

new formation of a muscular septum across the cervix. The patient, who 

was aged 39, came to hospital in what he judged to be the ninth month of 
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her second pregnancy. Her first pregnancy, labour, and puerperium had 
been normal. At the beginning of her second pregnancy an attempt was 
made to procure abortion. The uterus was said to be retroflexed. This 
diagnosis was confirmed a month later by another doctor, who did not 
believe she was pregnant and gave her diathermic treatment for fibroma. 

After examination, Pistuddi doubted the existence of a fibroma and 
suspected obstruction by a septum high in the cervical canal. He first 
treated the case expectantly. The foetus died at the fortieth week. Be- 
cause of the septum, abdominal Caesarean section and subtotal hysterectomy 
were performed. A fibroma was not found, but the uterine cavity was 
closed by a continuous thick septum uniting the anterior and_ posterior 
uterine walls in the form of a bridge. Histological examination showed it 
to be composed of both muscular and connective tissue. 

On the basis of the clinical history, Pistuddi believes that the septum 
was not congenital; the first pregnancy was normal. He believes that the 
chief cause of the formation of the septum was an incomplete, and possibly 
unskilful, curettage in a retroflexed gravid uterus. 


COLLOIDAL DIOXIDE OF THORIUM AS A MEANS OF CONTRAST IN HySTERO- 

SALPINGOGRAPHY. 

The use of colloidal dioxide of thorum has not supplanted that of iodized 
oil for radiographic examination of the uterus and Fallopian tubes, but 
Benussi has found that it has advantages in some cases in which there is 
difficulty in injecting the uterine cavity, or for studying fine changes in the 
uterine mucosa. Thorium dioxide is also very suitable for examination of 
the gravid uterus, as it avoids the risk of oil emboli. It should, however, 
be remembered that if the uterine mucosa has bleeding ulcers or large 
abrasions of the surface, the dioxide may be rapidly absorbed into the 
circulation. In such cases it fails as a means of contrast, enters into the 
circulation, and is largely deposited in the liver and spleen. Its customary 
use has been for hepato-splenography because of the avidity with which the 
hepatic and splenic cells absorb electro-negative colloids. 

J. H. Filshill. 


Zentralblatt fiir Gynakologie. 


No. 11, March 14th, 1936. 

Abdominal Caesarean section in the past and future. H. Doerfler. 

A case of spontaneous total inversion of the uterus. W. Sigwart. 

Clinical results with synthofil A, a synthetic suture. E. Puppel. 

The pursuit, the goal, and future struggles. M. Rodecurt. 

Treatment of fibromyomata of the uterus by automamminization by mud 
applications. W. J. Sdrawomysloff. 

Treatment of a case of thyrotoxicosis with psychic disturbances, following 
toxaemia of pregnancy, with solvitren. A. Puppe. 


No. 12, March 21st, 1936. 
Pigment in the mucosa of the portio. H. Hinselmann. 
*A case of disgerminoma. E. Fauvet. 
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The question of transperitoneal wandering of the ovum. E. Posatti. 

The determination of sex from the birthdays of children without sex 
chromasomes. O. Schéner. 

The question of the biological foundation of periodic fertility and infertility 
in woman. E. Glaser and O. Haempel. 

Further investigations into the origin of the mechanism of the physiological 
genital reaction. L. v. Dobszay. 


No. 13, March 28th, 1936. 

The frequency of atypical keratized epiethlium in prostitutes. O. Bandilla 
and E. Gunther. 

Early complications in the treatment of carcinoma of the cervix. K. J. 
Anselmino and R. Oehlke. 

*Puberty, constitution and delivery. C. Weysser. 

Methods of analgesia in general and rectidon-ether narcosis in particular 
F. Meder. 

Sterilization by high amputation of the cervix. W. Zoefgen. 

Comparison of the results of domiciliary and institutional midwifery by the 
census under the new Hungarian maternity regulation. F. Kovacs. 


No. 14, April 4th, 1936. 
*An investigation into the presence of corpus leutum hormone in the human 
placenta. C. Ehrhardt and H. Fischer Wasels. 

The gonadotropic function of the anterior pituitary hormone at the climac- 
teric and its influence with follicular hormone. E. Englehart and E. 
Tscherne. 

The results of treatment of carcinoma of the uterine body. R. Volbracht. 

Acute dilatation of the stomach after abdominal operations. F. Palik. 

*The pathogenesis of congenital oedema of the foetus and placenta. J. 
Czyzak. 
No. 15, April 11th, 1936. ' 

The treatment of pruritus. C. Kaufmann. 

*The fundamental principles of the operative method of legal sterilization 
of women with inherited disease. B. Ottow. 

Report of 430 sterilizations. E. Klinkenberg. 

The advantages and indications of intra uterine zinc chloride cauterization. 
B. Aschner. 

Cibalgin in preparation for lumbar anaesthesia. A. Wiessmann. 

A new instrument for retroflexion operations after Doleris, Gilliam-Doleris 
and Webster-Baldy. E. Schaetzing. 


No. 16, April 18th, 1936. 

Phantom to lighten the study of colposcopy. H. Hinselmann. 

Milk secretion in abortion and pregnancy as a sign of death of the ovum. 
K. W. Schultze. 

*Haematometra and haematosalpinx as a result of prolonged lactation. N. 
Plotkin. 

The iodine content of the blood and menstruation. F. Haro and P. P. 
Regidor. 

The clinical findings and pathology of enterocytoma. K. Schmidt. 
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No. 17, April 25th, 1936. 

The diagnosis and treatment of gonorrhoea in the female. H. R. Schmidt 
and von Elmendorff. 

Analgesia in midwifery with rectidon. H. Kessler. 

*Actinomycosis of the Fallopian tube from the aspect of insurance. P. 
Schugt. 

The utilization of the round ligaments to raise the vaginal stump after 
total extirpation of the uterus, with a report of a variation of Baldy’s 
operation. H. Ganssbauer. 

Neonatal death resulting from developmental defect in the cardiac septum. 
B. L. Szendi. 

*Prolapse of the arm through the anus. R. Hirsch. 


No. 18, May 2nd, 1936. 

The clinical findings in disgerminoma. G. Déderlein. 
An empyema in a cervical cyst in a uterus bicornis unicollis. R. Freisfeld. 
Tleus as a late result of sterilization operations. K. Hartmann. 
The recognition of post-partum pregnancy. H. v. Briicke. 
Follicular hormone in milk fistula and mastitis. W. Lindemann. 
Experimental adenomyosis after the interruption of pregnancy in the rabbit 

by curettage. W. Zaleski. 


No. 19, May oth, 1936. 
*Chemotherapy with alkaline bile salts a safe cure for streptococcal infec- 
tions. H. Hilgermann. 
*The results of chemotherapy with alkaline bile salts in puerperal sepsis and 
gynaecological streptococcal infections. G. Schafer. 


Dystocia due to a pelvic spleen. B. Ottow. 

Tubal pregnancy in nodular salpingitis of the isthmus. St. Lehwirth. 

Experimental findings in the aetiology of death of the ovum of unknown 
origin. L. Miklos. 

Remarks on the publication of synthiol A, a new synthetic suture. E. 
Puppel. 


No. 20, May 16th, 1936. 
*Traumatic perforation of the cervix by hysterosalpingography. B. Ottow. 
Heteroplastic transplantation experiments with human placentae into” 
animals. I. Kido. 
Unusual cases of sepsis. W. Schultz. 
The teaching of Knaus-Ogino. H. J. Gerster. 
Neuroma of a retroperitoneal ganglion resembling an ovarian tumour. 
P. v. Salacs. 
No. 21, May 23rd, 1936. 
*The question of operative sterilization with repeated Caesarean section. 
G. Kaboth. 
*A case of uterine tuberculosis treated with radium and followed by severe 
complications during delivery. K. Mensing. 
Our experience with the rectal narcotic rectidon. R. Mohle. 
New methods of extirpation of the uterus for complete prolapse. 
D. Pambukis. 
Pregnancy and haematopoiesis. M. A. Daniachij. 
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No. 22, May 30th, 1936. 
Acute oedema of the lungs in labour and obstetric shock. E. Hesse. 
*Extra-amniotic pregnancy. H. Hiickel. 
A new symptom of retention of a fragment of placenta. V. Féderl. 


Corpus luteum as a free foreign body in the peritoneum. K. Podleschka 
and Fr. Krieglstein. 


~ Fibromyoma of the Fallopian tube. W. Schmisch. 
Unilateral absence of the adnexa. St. Schwarz. 


No. 23, June 6th, 1936. 
Our findings with atmocausis of the uterus. H. Kraatz. 
Whether an abortion may be treated by curettage after expectant 
antecedents. S. Ernst. 
Extraperitonization of the cervix in Caesarean section. C. Gianella. 
The occurrence of symmetrical double malformations. L. Schneider. 
A case of bilateral solid tumours of the ovaries. N. Anagnostidis. 


No. 24, June 13th, 1936. 
*Heresy to the question of blood transfusion in extra-uterine pregnancy. 
G. Frommolt. 
Operation on an encephalocele in the newborn. P. Caffier. 
A connective tissue mixed tumour of the Fallopian tube. A. Scheideler. 
A contribution towards the practical judgment on the theory of Ogino 
and Knaus. B. Slamova. 
Wormian bones of the greater fontanelles. R. Volbracht. 


No. 25, June 2oth, 1936. 
*Ovarian corking upon the uterus as an operation for the cure of sterility. 
F. v. Mikulicz-Radecki. 
The stimulation of the male sex glands with female sex hormone. 
C. Clauberg. 
Intracranial haemorrhage in spontaneous delivery. H. Nevinny. 
The reduction in blood-corpuscles and leucocytes; their meaning and value 
in operative gynaecology. G. Kugland. 
The character of the portio in the later months of pregnancy. H. Kolbow. 
The presence of glycogen in glandular cystic hyperplasia of the uterine 
mucosa and its significance. W. Breipohl. 
The frequency of a diagnosis of carcinoma from curettage, diagnostic 
excision or polypi. C. Dolff. 
The character of the normal and infantile uterus after puberty. K. W. 
Schultze. 
No. 26, June 27th, 1936. 
Obituary: Hugo Sellheim. A. Mayer. 
*Previous removal of the placenta in the operative termination of placenta 
praevia. C. Holtermann. 
The role and technique of blood transfusion in midwifery and gynaecology. 
W. Thiel. 
Observations and comparisons of the origin of the corpus luteum and the 
granulosa of the follicle. G. Motta. 
The question of uterine cysts. O. Nakano. 
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A case of endothelioma of the vulva treated by X-rays. L. Gerhardt. 
Findings with sympatol, a prophylactic agent for thrombosis. O. Eppenauer 
The treatment of lochial retention with octinum. W. Bender. 


No. 27, July 4th, 1936. 


Atmocausis uteri. H. Fuchs. 

*Legal sterilization in the puerperium. B. Ottow. 

Congenital feeble-mindedness and genital malformation. W. Sigwart. 

Recurrent sepsis during labour with extension to the foetus. H. Kraatz. 

The chemical diagnosis of pregnancy from the urine. E. Wiesener. 

The question of spontaneous rupture of the uterus during pregnancy 
following previous Caesarean section. B. N. Iwanow. 


— 
No. 28, July 11th, 1936. 


Abdominal Caesarean section in the past and future. E. Puppel. 

The prospects in the treatment of carcinoma of the cervix uteri, especially 
those of radium therapy. W. P. Plate. 

A case of chorion-epithelioma. L. G. Steigelmann. 

Blood reparation in extensive abdominal bleeding. O. Hajek. 

A case of interstitial tubal rupture. R. Leupold. 


A CASE OF DISGERMINOMA. 


Fauvet, from his experience of three cases of disgerminoma which came 
under his observation in the University Clinic in Leipzig, comes to the 
following conclusions with regard to prognosis. When the cellular structure 
is profuse and the connective tissue small in amount the prognosis is poor. 
When the connective tissue is small in amount the tendency to early in- 
filtration of surrounding parts is increased When the epithelial nests are 
sparsely scattered in a considerable amount of connective tissue the prognosis 
is definitely good. When there is an increase in pituitary hormone in the 
urine, there is great proliferation in the tumour. The appearance of any 
luteinization is of bad prognosis. 


PUBERTY, CONSTITUTION AND DELIVERY. 


Weysser has attempted to trace a relation between the onset of menstrua- 
tion and the general constitution of a woman. 

In following up his supposition he has traced the histories of 1,115 de- 
liveries with special regard to the onset of puberty and the course of labour 
and its abnormalities. He found from his histories that labour tended to 
be abnormal more frequently in those patients in whom the onset of puberty 
was either very early or very late than in those in whom puberty occurred 
at the normal age. Further, those patients who menstruated at a very early 
age tended to have difficulties associated with defects in the soft parts, 
such as numerous perineal lacerations or episiotomies, while those with a late 
puberty seemed to have difficulties in connexion with skeletal defects 
especially tending towards generally contracted pelvis. 
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AN INVESTIGATION INTO THE PRESENCE OF CorPUS LUTEUM HORMONE IN THE 
HuMAN PLACENTA. 


Fischer-Wasels, as a result of investigation of the corpus luteum content 
of the placenta at different periods of its development, came to the following 
conclusions. In the first three months the corpus luteum hormone content 
of the placenta is very low. Either it is completely absent or only present in 
a faint trace. From the fourth to the fifth month it begins to appear. 
The highest amount of corpus luteum hormone is found in the placenta from 
the sixth to the eighth month. Extracts give a positive result in 72 per 
cent of cases. The amount of corpus luteum hormone in the mature placenta 
at term is extremely variable and in all cases very low. With an extract 
from a placenta between the sixth and eighth months good results can be 
obtained in cases of habitual abortion, hormonal sterility, uterine hypoplasia 
with long standing amenorrhoea and@juvenile bleeding. 


THE PATHOGENESIS OF CONGENITAL OEDEMA OF THE FOETUS AND PLACENTA. 
(PLACENTAL VILLI AND UTERINE MUCOSA IN THE UMBILICAL VEIN OF THE 
FOETUS). 

Czyzak describes two cases of congenital oedema of the foetus. 

Both mothers were multiparae, the first having borne two children who 
became cyanotic and died shortly after birth, and the second having one 
child, born 16 years earlier, who was alive and well. 

In both cases the patients were admitted to hospital in Torun on account 
of hydramnios and oedema of the feet followed by a severe uterine haemor- 
rhage. The blood-pressure was slightly raised in the first case and norma! 
in the second. Labour began spontaneously and resulted in the birth of an 
oedematous foetus, which survived its birth only a very short time in each 
case. Immediately after the birth of the second child the writer obtained 
blood from the umbilical cord of the foetus and the finger-tip of the mother. 
The post-mortem examination of each foetus showed general anasarca of 
all organs, external hydrocephalus, peritoneal ecchymosis and a patent 
foramen ovale. Histological sections were made of all foetal organs. 

Careful naked-eye and microscopic examinations were made of the 
enormously large placentae, which showed great increase in connective tissue 
and poor vascular development. Examination of both foetal and maternal 
blood showed them to be exactly similar. There were numerous erythro- 
blasts and some lymphocytes, but no other white cells. The nucleated red 
cells were about 25 per cent of all cells present in the blood. The results 
of these haematological investigations would suggest that there had been a 
failure of the barrier between the maternal and foetal circulations so that 
the two streams had intermingled. Further examination of the mother’s 
blood showed that it had returned to the normal adult type within four 
days of delivery, except for a moderate degree of secondary anaemia. 

Section of the umbilical cord in 300 cases showed in 22 cases that the 
umbilical vein contained chorionic villi, and in six others fragments of 
uterine mucosa with glandular structure. 

The writer considers that these cases arose as a result of some placental 
abnormality which destroyed the normal barrier between the foetal and 
maternal circulations. This set up a toxic state in the mother, whose blood, 
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reaching the foetal circulation, induced a strong reaction on the part of the 
placenta, as manifested by a marked increase of connective tissue cells. 


THE FUNDAMENTAL PRINCIPLES OF THE OPERATIVE METHOD OF LEGAL 
STERILIZATION OF WOMEN WITH INHERITED DISEASE. 


Ottow reviews the present conditions in Germany as a result of the law to 
enforce sterilization of persons capable of transmitting inherited disease. The 
original law enjoined sterilization by operative means, and the law passed in 
February 1936 modified this to permit of methods of sterilization other than 
operative ones, such as the use of radium or X-rays. 

While acknowledging the value of radiation for the sterilization of women 
approaching the menopause, he holds that it is entirely unsuitable for the 
permanent sterilization of women early in child-bearing life, who were treated 
unwillingly and would avoid a repetition of the process at intervals. For 
practical purposes he holds that the only useful method of sterilization of 
women under compulsion of this legal statute is an operative one carried out 
in such a way that all the genital organs can be fully examined at the time 
of the operation. As such a general view of the pelvic organs is not 
obtainable, the writer deprecates the use of the vaginal route for legal 
sterilization. 

Considering further the variety of methods, which have been recom- 
mended and employed for sterilization in the female, the writer points out 
that with the exception of complete excision of both Fallopian tubes all 
operations on the tubes may be looked upon as temporary measures only. 
It is theoretically possible for a woman who has undergone some sterilizing 
operation under duress to proceed forthwith to some other operator and to 
submit to a second operation to reimplant the undamaged outer end of the 
Fallopian tubes into the uterus with the object of restoring her lost 
procreative powers. He considers that in all cases of sterilization under the 
present law the method of complete tubal excision should be employed. 


HAEMATOMETRA AND HAEMATOSALPINX AS A RESULT OF PROLONGED LACTATION. 


Plotkin describes the case of a patient aged 25 years who had had two 
children; her first child was born when she was 21 years of age and the second 
28 months before she came under observation. After the first delivery there 
was not any abnormality, and the only variation in the second delivery was 
that lactation was continued until the child was 18 months old. Two months 
after weaning the second child the patient had a sharp attack of pain in the 
lower abdomen, cramp-like in character and lasting for three days. Subse- 
quently she had recurring attacks at four-weekly intervals, the last having 
happened one week before. On examination there was not any apparent 
abnormality of the vagina or portio vaginalis, but on attempting to pass a 
sound into the cavity of the uterus, which was cystically enlarged, the point 
was arrested one centimetre from the external os. Both Fallopian tubes and 
the left ovary were felt to be cystic and tender on pressure. A diagnosis of 
atresia of the cervical canal at the internal os, with formation of 
haematometra and haematosalpinx on both sides, was made. 

Laparotomy was advised; the uterus was amputated supravaginally; both 
Fallopian tubes and the cystic left ovary were removed. The uterus and the 
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Fallopian tubes contained dark blood and were lined with atrophic mucosa. 
At the level of the internal os the glandular structure could not be defined, 
and the two surfaces were adherent to each other without any sign of 
previous inflammatory change. The writer attributes the atrophic changes 
in the mucosa and the subsequent atresia of the cervical canal to the 
prolonged lactation. 


ACTINOMYCOSIS OF THE FALLOPIAN TUBE FROM THE ASPECT OF INSURANCE. 


Schugt describes the case of a patient who came to operation on account 
of double tubal tumours. At the operation the right adnexa and left 
Fallopian tube were removed; at the subsequent histological examination the 
condition was shown to be due to infection with actinomycosis. This patient 
had been employed for seven years before her operation as a seed packer in a 
wholesale seed merchant’s business. 

Following an inquiry held into her case by the head of the Insurance 
Tribunal in Diisseldorf, the patient was not considered to be qualified to 
receive compensation under a compensation act. Inquiry by the writer from 
the Head of the Berlin Institute for the Investigation of Occupational 
Diseases resulted in an answer that there actinomycosis of the Fallopian tubes 
in a seed packer would be looked upon as an occupational disease, thus 
coming to an opposite opinion to that expressed by the State Insurance 
Department in Diisseldorf. 


PROLAPSE OF THE ARM THROUGH THE ANUS. 


Hirsch describes the case of a primiparous patient with a_ vertex 
presentation, in which everything was considered to be so normal that a 
pelvic examination was not made during the labour. Labour lasted 11 hours 
and was uneventful until the head began to dilate the vulval outlet; at the 
same time the left hand appeared through the anus. With the succeeding 
pains the head was delivered without laceration of the perineum, and the 
hand disappeared back into the rectum to be born with the rest of the foetus 
through the vaginal orifice. Examination of the patient after delivery 
demonstrated a perineal laceration of the second degree and an intact anal 
sphincter. In the posterior vaginal wall, five centimetres above the sphincter, 
was a tear extending into the bowel and reaching from this point upwards for 
the length of the writer’s index finger. The tear was repaired forthwith. 
The patient has since had a normal second delivery. The writer accounts 
for this mishap by the suggestion that the hand must have presented with 
the head in a relatively old primipara of 32 years, in whom there was a 
definitely oedematous condition of the perineum with marked haemorrhoids, 
and that the rectovaginal septum had been weakened by repeated rectal 
examinations. 


ILEUS AS A RESULT OF OPERATIVE STERILIZATION (MADLENER-WALTHARD). 


Hartmann records the case of a girl of 17 years who had been sterilized 
by Walthard’s modification of Madlener’s method. The operation was 
carried out with the greatest ease and was rapidly completed. There were 
not any complications during her stay in hospital, and she remained well for 
four months, when she died after four days of illness from intestinal 
obstruction. 
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At the post-mortem examination the fimbriated end of the left Fallopian 
tube was defective and the seat of previous inflammatory change; there were 
also inflammatory bands fixing a loop of small gut down to the site where 
the Fallopian tube had been crushed at the operation for sterilization. 
Presumably the crushing process had been followed by necrosis from 
interference with the blood-supply and adhesions had occurred to the bare 
necrotic area. 


CHEMOTHERAPY WITH ALKALINE BILE SALTS AS A SURE CURE FOR STREPTO- 

COCCAL INFECTIONS. 

Hilgermann, Director of the Hygienic Institute in Landsberg, refers to 
the failure to find a specific serum or vaccine against any of the varieties of 
streptococcal infection. Furthermore, there has been no specific chemical 
substance which can be used for this purpose. 

The writer at first tested the immunization obtained in animal experi- 
ments with alkaline bile salts by injecting white mice which were subsequently 
infected with the pneumococcus. In each case the chemically treated mice 
remained immune and the control animals died. For further immunization 
the writer used an alkaline nitro-taurocholate and found that, given in small 
doses, it immunized against subsequent infection with streptococci and that 
it was also effective within 21 hours of previous infection. In view of his 
animal experiments, he holds that the use of injections of alkaline bile salts 
may be well worth trying in the treatment of and immunization against 
streptococcal infections. 


THE RESULTS OF CHEMOTHERAPY WITH ALKALINE BILE SALts. 

Schafer, working in the Berlin University Clinic, refers to the digappointing 
results obtained by the different methods of treatment of streptococcal 
puerperal infections. For example, since 1926 seven cases have been treated 
by venous ligature and only two patients survived. During the last years and a 
half the Berlin Clinic haS, in collaboration with Professor Hilgermann, under- 
taken a trial of his preparation, which he has called chemotherapeutikum. 
The preparation is administered intramuscularly in a dose of five cubic 
centimetres once or twice daily. Intravenous injections were not found to be 
practical for such frequently repeated injections, and also a very special 
solution had to be used for this purpose without any comparably better 
result. In severe cases the injections were given twice daily. In prolonged 
cases one daily injection is given, with a free day every fourth day. No acute 
reaction has been seen in any case, and in only one case has the patient 
developed a local abscess. , 

Naturally, the favourable results obtained with this preparation in no 
way supersede the need for a thorough investigation of each puerperal 
pyrexial case, to exclude the possibility of severe urinary infections or pelvic- 
abscess formation calling for local surgical treatment. During the period 
under review 94 patients were treated with chemotherapeutikum, and of 
these 19 were cases of severe infection. Of the 19 patients three died and 16 
recovered. One of the fatal cases suffered fiom pyemia and two had general 
peritonitis. Fourteen cases were clinically considered to be cases of pyemia, 
and of these 13 recovered. The writer gives a short history of these 19 cases, 
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with the temperature charts and the bacteriological results, which support 
the conviction that in chemotherapeutikum he has found a valuable means 
of treating severe streptococcal puerperal and other infections. 


TRAUMATIC PERFORATION OF THE CERVIX BY HyYSTEROSALPINGOGRAPHY. 


Ottow refers to the absence of reports of cases in which the uterus or 
other pelvic organ has been damaged during the injection of lipiodol into th« 
genital tract for hysterosalpingography. 

He reports a case in which an apparently healthy woman of 30 years was 
being investigated for sterility after two and a half years of married life. 
The uterus was of normal size, retroverted but movable, and capable of 
being anteverted. The injection was carried out by an experienced assistant, 
five cubic centimetres of lipiodol being introduced when the patient suddenly 
complained of severe abdominal pain and showed signs of shock. The X-ray 
film showed that the cervix had been perforated and that the lipiodol was 
distributed throughout the pelvis and lower abdomen. Another photograph 
was taken on the following day and yet another two weeks later. From this 
evidence it could be seen that the absorption of lipiodol was greatly delayed, 
the appearances being practically unchanged in the third film. 

In the second instance the patient was aged 31 years and had borne one 
child 13 years before. She was referred for compulsory sterilization on 
account of mental defect, and as there was some doubt as to the condition of 
her Fallopian tubes lipiodol was injected by a young assistant under the 
direct supervision of a skilled operator. There was not any difficulty in the 
injection and the patient suffered no discomfort after six cubic centimetres 
had been introduced. Radiograms were taken immediately after the injection 
and again 24 hours later; they both showed lipiodol free in the pelvis. 
Laparotomy was performed four days after the injection and the pouch of 
Douglas was found to be full of lipiodol, the cervix having been torn. The 
Fallopian tubes and the appendix were excised; the patient made a good 
recovery. In this case also the uterus was retroverted. It is suggested that 
the nozzle was not lying along the axis of the cervical canal because of the 
displacement of the uterus, and that there was undue pressure by the tip of 
the apparatus which caused the cervical tear. 


THE QUESTION OF OPERATIVE STERILIZATION WITH REPEATED CAESAREAN 

SECTION. 

Kaboth reviews the practice of obstetricians in Germany with regard to 
sterilization after delivery by Caesarean section. He also gives the results of 
repeated Caesarean section from workers in Baltimore, Chicago, Boston, and 
Rome. In conclusion he considers that the need for sterilization with the 
first, second, or third Caesarean section is not established, but that with 
later Caesarean sections distortion of the parts may call for the avoidance of 
future pregnancies. 


A CASE OF UTERINE TUBERCULOSIS TREATED WITH RADIUM AND FOLLOWED BY 
SEVERE COMPLICATIONS DURING DELIVERY. sé 
Mensing describes the case of a patient, aged 22 years, who had already 
given birth to four living children. In her fifth pregnancy she aborted at 
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the end of the second month and her uterus was curetted. Examination of 
the curettings revealed them to be tuberculous, though it was not possible 
to determine whether the primary infection was in the endometrium or in 
the chorionic tissue. In view of her youth the writer was reluctant to advise 
a radical operation, and her home conditions were not such as to make 
prolonged rest possible. Radium therapy was followed by an extraordinarily 
good result, and menstruation shortly recurred at regular four-weekly 
intervals. 

Six months after treatment the patient again became pregnant, and 
carried the pregnancy to the fifth week beyond the expected date of delivery. 
At the time of admission to hospital the foetal heart sounds and foetal 
movements had been absent for two weeks; the membranes had ruptured 
three days before. After admission to hospital the foetus was found to be 
lying transversely; external version was attempted, but failed. It was decided 
to perform bipolar version, but on making a vaginal examination the cervix 
was found to be replaced by a ring of hard tissue which was strongly resistant 
to any attempts to stretch it. It was, therefore, divided by an anterior 
incision, and through the extra room so obtained a foot was reached and the 
foetus extracted after perforation of the after-coming head. The scar tissue 
in the cervix appeared to be the result of the radium treatment. The patient 
refused to be sterilized after her recovery, and, therefore, it has been decided 
to deliver her by Caesarean section if she again becomes pregnant. 


EXTRA-AMNIOTIC PREGNANCY. 

Hiickel describes the case of a patient who was delivered in the Second 
University Clinic in Vienna. The patient, a prostitute, had previously borne 
living normal twins, which had died of intercurrent disease in infancy. 
Wassermann’s reaction was negative. The delivery was premature and 
spontaneous; the puerperium was complicated by an ascending gonorrhoeal 
infection, resulting in bilateral salpingitis and pelvic peritonitis. The foetus 
was obviously immature and its left lower extremity was covered with 
abnormal skin which had the appearance of scar tissue. The pigment in this 
area was absent. From the middle of the sole of the foot there was a deep 
scar extending to the heel and binding the toes down to it; the foot was in 
the position of equino varus. The right foot was in part covered with scar 
tissue and the base of the second toe was indented by a deep ring due to 
pressure of the cord. The fingers of both hands were webbed. Examination 
of the placenta and membranes showed the chorionic layer and cord to be 
normal, but the amnion was represented by a sac the size of a goose’s egg 
attached to the placenta near the root of the cord. The writer suggests that 
the foetal deformities resulted from pressure of neighbouring parts upon it 
and the absence of the amniotic sac. 


HERESY TO THE QUESTION OF BLOOD TRANSFUSION IN EXTRA-UTERINE 
PREGNANCY. 


Frommolt draws attention to the ease with which large institutions can 
obtain assistants to carry out blood transfusions while the main operation 
for dealing with a ruptured extra-uterine pregnancy is being carried out. 

In a smaller institution, such as the Diakonissenhauses Halle, where he 

IOIQ 











JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


works, on the arrival of the patient at the door of the hospital the porter has 
to be summoned from bed to open the door; the theatre staff has to be 
roused, and the preparation for an operation has to begin by heating water 
on a gas-ring. An assistant is not available to perform a blood transfusion, 
and usually a suitable blood donor cannot be obtained. Under these 
conditions one would expect that the results of treatment of ruptured ectopic 
pregnancy would be very bad; yet in the author’s experience his results are 
found to compare favourably with those of larger and better served hospitals. 

During the years 1925 to 1933 his hospital dealt with 126 cases of 
extra-uterine pregnancy, 58 of tubal rupture and 69 of tubal abortion. Three 
patients with tubal rupture died, and two died with tubal abortion. 
Fifty-six patients received only ordinary cardiac stimulants, and two died; 
15 were given subcutaneous saline infusion, and of these nine received some 
of their own collected blood by injection into the rectum, with two immediate 
deaths and one subsequent death. The remaining 55 patients were given 
cardiac stimulants and, in addition, rectal injections of their own collected 
blood with no death. The total death-rate was 3.97 per cent. 

If the writer’s death-rate is compared with that of 23 recorders of 4,354 
cases in which blood transfusions were available, and used when considered 
necessary, it is found that his mortality-rate of 3.97 per cent is better than 
their mortality-rate of 50.5 per cent. Twenty-one writers who treated 3,650 
cases by a second transfusion of blood recovered from the abdominal cavity 
gave a death-rate of 3.7 per cent. Twelve authors with 1,194 patients who 
did not receive a transfusion of blood from a donor had a death-rate of 
2.85 per cent. Eleven authors who dealt with 1,731 severe cases treated by 
transfusion from a blood donor had 83 deaths, that is a mortality-rate of 
4.8 per cent. 

In view of the comparison of these results the writer wonders whether 
there is any great value in blood transfusion in these cases. 


OPERATION ON AN ENCEPHALOCELE IN THE NEWBORN. 

Caffier refers to two cases of encephalocele treated successfully by 
operation in the Poliklinic in Berlin in 1935. He points out that there is a 
distinct risk that the operative closure of an encephalocele may be followed 
by the development of an increasing hydrocephalus. In his opinion this risk 
of hydrocephalus should not hinder the attempt at closure of the gap 
provided operation is undertaken as soon as possible after birth, preferably 
within two or three days. When the hydrocephalus develops it comes on 
rapidly and soon ends in death, so that the fatal illness is not prolonged. 


OVARIAN CORKING UPON THE UTERUS AS AN OPERATION FOR STERILITY. 
Mikulics-Radecki points out how frequently sterility is associated with 
closure of the abdominal ends of the Fallopian tubes, with or without 
extensive disease of the tubal canal. At laparotomy for this condition either 
the Fallopian tubes must be removed or they must be left in their blocked 
and diseased condition; in either case the sterility is not cured. He has, 
therefore, in eight such cases after the removal of both Fallopian tubes, 
which were hopelessly diseased, pared the surface of the ovary away from its 
hilum and imbedded the raw surface of the ovary in a prepared funnel-shaped 
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bed at the cornu of the uterus. Each of his eight patients have been relieved 
of the symptoms of salpingitis, but not any of them have become pregnant 
during the two years which have elapsed since operation. 


PREVIOUS REMOVAL OF THE PLACENTA IN THE OPERATIVE TERMINATION OF 

PLACENTA PRAEVIA. 

Holtermann describes the case of a marginal placenta praevia which was 
treated by the introduction of a metreurynter. This caused the partial 
separation of the placenta and its expression into the vagina. Further 
treatment of the case consisted in the manual removal of the placenta 
followed by ligature and division of the cord, bipolar version, and extraction 
of a living foetus. The amount of bleeding during the extraction of the 
placenta and delivery of the foetus was surprisingly small. While reporting 
this case as a curiosity, the author does not recommend this method of 
treatment, except in exceptional cases in which there is good dilatation of 
the cervix and part of the placenta is already prolapsed. 


LEGAL STERILIZATION DURING THE PUERPERIUM. 


It has been found that certain persons who have been found suitable 
for compulsory sterilization in Germany are already in the second half of an 
existing pregnancy. Ottow points out that while allowing the existing 
pregnancy to go to term, it is important to carry out the ordered sterilizing 
operation as soon as possible after delivery. Sterilization may be undertaken 
in the late puerperium, that is from four to six weeks after delivery; when 
carried out at this time the procedure may give satisfactory results in some 
cases, but in others dormant inflammatory disease may be exacerbated with 
serious results to the patient so treated. Sometimes the patient has again 
become pregnant, when the operation is undertaken so long after delivery. 
In fact a patient may take refuge in another pregnancy to avoid operative 
interference, which she fears. Sterilization may be carried out within a few 
days of delivery, a procedure which has certain points in its favour. First, 
the time which has elapsed since delivery is too short for infection to have 
ascended; secondly, she is in bed in hospital with her baby, and does not 
have to face readmission to hospital at a later date with the resulting 
necessary separation from her baby. He strongly recommends operation 
within the first few days after delivery. 

R. H. B. Adamson. 


Acta Obstetricia et Gynecologica Scandinavica. 


Vol. xvi, Fasc. 1. 

*Whether premature rupture of the membranes has an influence on the 
course of labour. M. Elis Essen-Moller. 

A case of malignant ovarian tumour arising in the mesenchyme in a child 
of six years. E. A. Bjérkenheim. 

*A case of cervical placenta praevia. Mauno Rauramo Schroder. 

Animal experiments into the physiology of the uterine musculature. 
Sune Genell. 
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A case of fatal renal damage after blood-transfusion. H. Fredrikson. 
Submucous myomata with special regard to their operative treatment 
Toivo Kangas. 
Vol. xvi, Fasc 2 
*Precocious motherhood. A. Olsen. 
Investigation into the quantity of oestrin in the blood and urine of preg 
nant women. E. Moller-Christensen and K. Pedersen-Bjergaard. 
The significance of the outer layer of the chorionic villi. K. Christoffersen. 
Preliminary results with ergometrine. E. Hauch and E. Moller-Christensen. 
A tubo-uterine incision for permanent sterilization of females. T. Brandt. 
Megarectum and mega-sigmoid colon as a cause of dystocia. Mauno 
Rauramo (Schroderus). 
A vaginal plastic operation by the Kirchner-Wagner method. M. Nielsen. 
On the birth of abnormally big children. T. Kaern. 
*The risk of infection in catheterizing the bladder and the indications fo1 
catheterization in obstetric cases. F. Settergren. 


WHETHER PREMATURE RUPTURE OF THE MEMBRANES HAS AN INFLUENCE ON 

THE COURSE OF LABOUR. 

Essen-Moller opened a discussion at the second conference of the Norse 
Society of Gynaecology and Obstetrics in Copenhagen on the results of 
rupture of the membranes before the onset of labour. 

In his review he referred to 1,000 cases of spontaneous rupture and 300 
cases of artificial puncture. He considered from these observations that 
spontaneous rupture occurred more frequently in multiparae than in primi 
parae, but in either class of case the course of labour was hastened. 

The incidence of infection was not increased by spontaneous premature 
rupture of the membranes. Infection, when it occurred, followed operative 
interference, the interference-rate being increased after spontaneous rupture 
of the membranes. There was no increased tendency to prolapse of the 
cord. With artificial rupture of the membranes there was a greater ten- 
dency to infection than when the rupture was spontaneous. The frequency 
of operative interference was greater after artificial rupture. 

The maternal mortality and the foetal mortality were greater after 
artificial rupture of the membranes, but the reason for interference may 
have been associated with some maternal illness and coincident prematurity 
of the foetus. Essen-Moller holds that spontaneous rupture of the mem- 
branes is not followed by any added danger to the course of labour. 
Artificial rupture, especially in cases which are treated by further operative 
interference, may be followed by serious complications. 

He, therefore, considers that artificial rupture should only be under- 
taken in the presence of very definite indications and should not be used 
for the purpose of shortening labour. 


A Case OF CERVICAL PLACENTA PRAEVIA. 

Mauno Rauramo describes the case of a multipara with 10 children who 
came under his care on account of ante-partum bleeding. The patient had 
already had seven living children born without any difficulty, but the last 
pregnancy had ended in a miscarriage for which her uterus had been 
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curetted. During the last two months of the present pregnancy she had 
suffered from a severe cough, and on admission to hospital she had definite 
general bronchitis which caused her considerable distress. 

Close to term the patient had a moderate haemorrhage and for this she 
was admitted to hospital. On admission her general condition was so poor 
that attention was more especially directed towards her respiratory and 
cardiac conditions. After five days a pelvic examination was made and the 
placenta was felt in the cervical canal right down to the external os, which 
admitted one finger only for a short distance because of the close attachi- 
ment of the placenta to the wall of the cervical canal. This examination 
caused no bleeding but started labour pains. 

In view of the patient’s bad general condition and the diagnosis of 
placenta praevia it was decided to treat the case by Caesarean section under 
lumbar anaesthesia. At the operation a living male child was delivered 
but great difficulty was experienced in detaching the placenta which 
appeared to be a placenta accreta. During attempted separation the attach- 
ment tore and it was then found that the rent was into the upper part of 
the vagina and that the resultant bleeding was very free. Further treat- 
ment consisted in removal of the whole uterus and its contained placenta. 
Examination of the removed specimen demonstrated that the placenta was 
attached entirely to the cervical canal and not to the body of the uterus. 
This suggests that the site of implantation of the ovum was in the cervical 
canal. The patient recovered after a stormy convalescence due to the 
trouble with her chest. 


PRECOCIOUS MOTHERHOOD. 


Olsen has made an investigation of the cases of child-bearing in young 


mothers in Jutland. During the last 25 years, out of a total of 2,400 births 
in the Lying-in Hospital of Jutland there were 269 cases of very young 
mothers. Their ages varied from 13 to 16 years; the course of pregnancy, 
labour and puerperium was, if aaything, more favourable than that in older 
patients. Among the younger patients the father of the child was frequently 
an old man or a near relation, such as brother, father, or grandfather. 
The writer found no medical indication for interference with the pregnancies. 


THE DANGER OF INFECTION IN CATHETERIZATION OF THE BLADDER. 

Settergren reviews the various complications which may follow catheteriza- 
tion of the urinary bladder. An investigation was carried out on obstetric 
cases in the Southern Lying-in Hospital in Stockholm. There were 400 
cases about evenly divided into two groups; the first in which a catheter had 
been passed on each patient at least three times while in hospital without 
the use of any antiseptic, the vulva being bathed with sterile water; the 
second in which the patients were only catheterized for a definite indication 
and an antiseptic was used, the first specimen being examined bacteriologic- 
ally as a routine procedure. Comparing these two groups, the frequency of 
infection in this hospital is 29.2 per cent in the first and 12.2 per cent in 
the second. 

The age of the patients had no apparent influence on the risk of infection 
but primiparity seemed to increase the risk. Bacteriological examination 
did not reveal any particular difference between the infecting organisms in 
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the two groups. The catheter was passed for retention of urine during 
labour and the first 24 hours of the puerperium in only 32 cases, and in all 
these it had previously been passed. 

The writer considers that it is desirable to give urinary antiseptics t 
puerperal patients as a prophylactic against urinary infection. He suggest: 
that sterile specimens of urine are obtained more satisfactorily by the us 
of a special type of kidney dish than by the catheter. 


R. H. B. Adamson. 


The Japanese Journal of Obstetrics and Gynaecology. 


Vol. xix, No. 2, March 1936. 

On the appearance of the reticulated cells in the newborn and the relation 
to icterus neonatorum. \H. Fujimori and M. Noguchi. 

Experimental results with hakulan, a preparation made upon the basis of 
foam treatment for flow. H. Fujimori and M. Natsume. 

~ Female sexual hormone and malignant tumours. Part I.—The effect of 
castration on malignant tumours. Part II.—The effect of the ovarian 
hormones on malignant tumours. (1) Follicular hormone. Y. Nitta. 

A case of separation of the retina complicating toxaemia of pregnancy. 
M. Ozaki, M. Oshima, and T. W. Yun. 

*A case of spina bifida diagnosed during pregnancy. A. Yamabe and 
T. W. Yun. 

A case of pregnancy in the rudimentary horn of a uterus. T. W. Yun. 

*A case of development of cancers in the corpus uteri, the cervix uteri, and 
the stomach, and an ovarian cyst at intervals within a few years. 
T. W. Yun. 

A histological study of the peripheral nerve in the human female genitalia. 
Part V.—On the relation between chorion-epithelioma malignum of the 
uterus and the peripheral nerve. Part VI.—On the relation of the 
peripheral nerve to cancer of the uterus. Part VII.—On the relation of 
uterine sarcoma and Kato’s rabbit’s sarcoma to the peripheral nerve, in 
addition on the effects of X-rays. Part VIII.—On the peripheral nerve 
distribution in the human vaginal wall. M. Ozaki. 


A CASE OF SPINA BIFIDA DIAGNOSED DURING PREGNANCY. 

The authors report in: full a case of spina bifida diagnosed during 
pregnancy. The presence of hydramnios made .them suspect a_ foetal 
abnormality, and they decided to take an X-ray picture. 

The X-ray photograph showed the vertebral column to be abnormal, and 
the size of the foetus seemed small for the date of pregnancy. A diagnosis 
of spina bifida was made and the patient advised to come into hospital 
immediately. This she refused to do, and she waited until she went into 
labour. The delivery was normal and labour lasted seven hours. The baby 
died soon after delivery and the presence of spina bifida was confirmed. 

It is interesting to note that no malformation was felt on bimanual or 
external examination of this patient, the head and breech being easily felt, 
but it was noted that the foetus was smaller than normal. Only the presence 
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of hydramnios made the authors suspicious, and this prompted them to have 
an X-ray photograph taken. 


A CASE OF DEVELOPMENT OF CANCER IN THE CorRPpUS UTERI, THE CERVIX 
UTERI, AND THE STOMACH, AND AN OVARIAN CysT, AT INTERVALS WITHIN 
A Few YEARS. 


An interesting case of a patient who developed at intervals, carcinoma 
corporis uteri, Ovarian cyst, carcinoma cervicis, and cancer of the stomach 
is detailed in this communication. 

At the age of 31 years the patient had a supravaginal hysterectomy. 
Histological examination of the tissue of the uterine cavity showed it to be 
adenoma malignum. At the same time a dermoid cyst on the left side was 
removed. Four years later she developed another dermoid cyst of the right 
ovary which was removed. She was then healthy until the age of 42 years, 
when examination after haemorrhage revealed cancer of the cervix. The 
cervix was excised and it was found to be an adenocarcinoma. Three years 
after the operation she again came to hospital complaining of a tumour in the 
abdomen, and a diagnosis of cancer of the stomach was made. An operation 
was performed and a tumour, the size of a hen’s egg, was found near the 
pylorus. She made a good recovery. 

The three tumours in this case were all of an adenocarcinomatous nature, 
and the author states that they were all primary. This case is especially 
interesting in that there was such a long interval between the development of 
each tumour, and also because of the fact that two of her nearest relatives 
had died of cancer. 

C. D. Read. 





REPORTS OF SOCIETIES 


NORTH OF ENGLAND OBSTETRICAL AND GYNAECOLOGICAL 
SOCIETY. 


A Meeting of the North of England Obstetrical and Gynaecological Society 
was held in Leeds on Friday, April 24th, 1936, with the President, Dr. Ruri 
NICHOLSON, in the Chair. 


Mr. A. GouGH reported 


A CASE OF CARCINOMA CERVICIS UTERI WITH METASTASES IN THE GLANDS OF 
THE NECK. 


The patient had had nine children and was aged 66 years; she presented 
herself in February 1935, on account of a discharge of blood, which had 
already continued for six months. 

On examination a typical cancerous excavation of the cervix was found 
The growth appeared to be invading the base of the bladder, and it was 
classified in Stage III. Histologically, it was found to be a squamous 
carcinoma of an ordinary cervical type. 

The patient was treated with radium by the Stockholm technique. She 
received 3,200 milligram-hours on each occasion. 

The immediate result was good. She came up for examination aftet 
three months and again at the end of six months, and her condition was 
satisfactory. At the end of 12 months there was still no sign of recurrence 
in the pelvis, but enlarged glands were found in both subclavian triangles. 
On the right side there was a gland the size of a cherry; on the left side there 
was one as large as a bantam’s egg, which was obviously adherent to the 
subclavian vessels. 

The gland was removed from the right side of the neck, and the section 
shows the structure of a squamous carcinoma, of the same type as the 
uterine growth. 

The patient was sent to the radium department dor treatment of 
metastases in the neck. 

In discussing the case, Mr. Gough thought that the cancerous deposits in 
the glands of the neck might reasonably be supposed to be metastases from 
the uterine growth, for they were of the same type and there was not any 
evidence of any other primary source. The disease had presumably 
travelled along the thoracic duct. This was the first occasion on which he 
had seen such extension to the neck in a case of cancer of the uterus, and he 
did not remember ever to have read of such an occurrence. It had, however, 
occasionally been observed in connexion with cancer of the ovaries and other 
abdominal organs. Other observers had commented on the greater frequency 
of metastases after the radium treatment of cancer of the cervix. It seemed 
as if the treatment succeeds in abolishing the growth within a certain radius, 
but it may continue to spread at the periphery, where the intensity of the 
radiation has been insufficient to destroy the cancer cells. 
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Discussion. 

Mr. E. Stacey was inclined to think that in certain cases the spread of 
metastases occurred by way of the blood-stream, metastatic emboli being 
produced as an effect of the radium treatment. 

Mr. B. L. JEAFFRESON mentioned a case he had seen, of carcinoma of the 
cervix in the first group, in which metastases had already extended to the 
bronchial glands, as demonstrated by X-rays. 


Mr. A. GouGH also reported 
A CASE OF TUBERCULOSIS OF THE PELVIC ORGANS. 


The patient, a spinster aged 21 years, had complained that there had been 
an increased menstrual loss for the past 10 months, the periods lasting as 
long as 14 days, although the intervals were clear. There was not any pain 
and no other symptom. Her general condition was good. She was well 
nourished and did not appear to be anaemic. 

On abdominal examination nothing was made out, except a general 
tumidity in the lower zone of the abdomen. By the rectum, it was possible 
to feel a mass the size of a large orange. It was inseparable from the uterus, 
and several prominences could be felt on its surface. Its mobility was 
decidedly less than that usually found in a case of myoma of the uterus. 

However, in spite of that circumstance, and in spite of the youth of the 
patient, a provisional diagnosis of myoma was made. Operation was carried 
out on April 3rd, 1936. The abdomen was opened by a left paramedian 
incision. Universal adhesions were found among the pelvic organs. On 
separating these, some ounces of yellow serous fluid escaped. Many of the 
peritoneal surfaces were seen to be studded with tubercles. 

The uterine appendages formed irregular swellings on both sides, and the 
uterus was considerably enlarged. Because of this enlargement, and taking 
into consideration the menorrhagia, it was conciuded that the uterus must be 
involved in the disease. It was, therefore, removed, with both appendages. 

When the uterus was cut open it was seen that the enlargement was 
mainly due to thickening of the myometrium. There was also a tuberculous 
endometritis. The upper part of the corporeal endometrium was studded 
with yellowish tubercles. The characteristic structure was seen in micro- 
scopic sections. 

Mr. Gough considered that tuberculosis of the Fallopian tubes was not 
uncommon, but it was, in his experience, rare to find tuberculosis of the 
uterus. Here he was leaving out of consideration the scattered miliary 
tubercles which are found on the outer surface of the uterus in cases of 
tuberculous peritonitis. 

It was only the second occasion on which he had removed a uterus for 
tuberculosis. The first case was very similar to the present one. After the 
completion of the surgical treatment he had strongly urged the patient to 
have a course of treatment in a sanatorium, but his advice was not followed. 
Death occurred six months later from general tuberculosis. 

‘ 


Discussion. 
Mr. Eric Stacey said that he was of the opinion that tuberculosis of the 
genital tract was more common than was generally supposed. During the 
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past three months he and his colleagues in Sheffield had found tuberculosis in 
nine cases, proved by section of curettings. At a future date he proposed to 
communicate to the Society further observations on the subject. 

Mr. St. GEORGE WILSON was of the opinion that the endometrium was, 
as a rule, involved in cases of tuberculous salpingitis. He preferred treatment 
by X-rays to surgery. 

Professor MiLEs PuHILiips thought that if careful inquiry were made a 
history suggestive of tuberculous peritonitis in childhood could be obtained 
in a large number of cases. He was inclined to think that the trouble might 
lie dormant and be lit up after marriage. 

Mr. Gough, in reply, expressed surprise at the high incidence which was 
apparent in Sheffield as compared with Leeds. He stated a_ personal 
preference for operative treatment. 


Mr. W. R. Appts read 


A Note ON IMPACTION OF THE BLADDER. 


The patient, a strong-minded multipara of 63 years, had complained of 
complete urinary incontinence of three weeks duration. She stated that she 
had had no previous trouble apart from asthma. 

On examination a central dome-shaped, cystic tumour was found rising 
to three and a half inches above the symphysis pubis. On vaginal 
examination the vagina was found to be greatly lengthened and directed 
backwards to more than the usual degree. It was impossible to reach the 
cervix. A cystic mass continuous with the abdominal tumour was felt to fill 
the upper part of the pelvis. A provisional diagnosis of distended bladder or 
fixed ovarian cyst was made, and the patient was advised to enter hospital 
for investigation. 

After much persuasion and as the incontinence continued she consented, 
four days later. The following day she was seen again. Attempts at 
catheterization with a variety of instruments, and even guided with one 
finger in the vagina, resulted in the catheter striking an obstruction, after 
passing along the urethra for two inches. The contents of the cyst were then 
aspirated two inches above the symphysis in the mid-line. After filling the 
syringe, the needle was left in situ, and after about 10 more cubic centimetres 
of fluid had leaked out the flow ceased. 

The fluid was clear, slightly straw coloured and, as tested by Dr. Addis, 
the House Surgeon, and Sister, absolutely odourless. A specimen was sent to 
the laboratory for examination, but by an error a request was made merely 
for cytological examination, and the report when it returned was, therefore, 
valueless. 

The diagnosis appeared to be now rather in favour of a fixed multilocular 
ovarian cyst, because the fluid did not, to sight or smell, resemble urine, and 
because the flow ceased after the escape of 20 cubic centimetres of fluid. 

As the patient was getting restive, a week later it was decided to perform 
laparotomy. 

As she suffered from asthma, an attempt was made to give a spinal 
anaesthetic. This, however, failed, and the anaesthetist decided, as in all 
probability it would only be a short operation, to give chloroform. The 
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abdomen was opened in the mid-line, and, as the bladder had been suspected, 
great care was taken in opening the peritoneum. Had the swelling been the 
bladder it would have been expected that the peritoneum would be stripped 
up from the anterior abdominal wall. Actually, the anterior cul-de-sac was 
exceptionally deep. All that could be seen on inspection was a thick-walled 
cyst rising out of the pelvis. The uterus could not be found, and it was 
impossible, on account of the tight fit, to pass the hand into the pouch of 
Douglas. A hypodermic needle was then passed into the tumour. Fluid 
escaped in drops. The first drop had such an intensely ammoniacal odour 
that the needle was at once withdrawn. The point of puncture showing no 
sign of leakage, the abdomen was then closed and the patient sent back to 
bed after attempts had again been made to pass a variety of instruments into 
what was now known to be the bladder. The patient never recovered full 
consciousness, but gradually passed into a state of uraemic coma, and died 
48 hours later. 

The specimen showed the uterus and appendages, the bladder, the ureters 
and the vault of the vagina. The urethra and its point of entrance into the 
bladder are absent. 

The ureters, surprisingly, were not dilated, and the kidneys, though not 
removed, on palpation showed no abnormality. Instruments could be 
passed into the bladder post-mortem with ease, but the length of the urethra 
was not noted. 

The vesical wall was greatly thickened and heavily trabeculated. There 
were two definite diverticula. 

A diagram was shown to illustrate the various relations. 

As to the aetiology of the impaction in this case, Dr. Addis had no 
opinion. There was not any history or sign of any inflammatory condition 
binding the bladder down, and there was not any pelvic deformity. The 
condition must have been present for a long time, and it was difficult to 
understand how urination remained apparently normal until three weeks 
before the time of operation, during which time there was continuous 
overflow incontinence. 

He could recollect two instances of great distension with hypertrophy of 
the bladder in cases of impacted fibroids, but in these the anterior parietal 
peritoneum was stripped up and approach could only be made by a very 
high incision. He also remembered a case of advanced carcinoma of the 
urethra, in which the bladder could be felt as a thick-walled cyst abdominally 
for some time after the obstructing growth had been removed and a cloaca 
formed. He could not recollect any case in which an ovarian cyst caused 
the condition. 

The French recognize a condition of prostatisme sans postate in both male 
and female, which might cause changes similar to those occurring in this 
specimen, but he thought that a mechanical explanation was the more 
reasonable one in this case. 


Discussion. 

Mr. A. GouGH asked if there was any possibility of a nervous lesion, 
recalling a case of distended bladder in a patient who suffered from transverse 
myelitis. 

Mr. St. GEORGE WILSON wondered if the case could have been one of the 

O 1029 





JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


so-called modesty bladder, which was sometimes found in school teacher 
and shop assistants, who were compelled to hold the urine for long periods. 

Dr. Addis, in reply, stated that the patient exhibited no nervous lesion 
He also thought that the long anterior cul-de-sac ruled out the possibility o! 
a modesty bladder. 


Mr. D. W. CurriE reported 


A CASE OF HAEMORRHAGE INTO AN OVARIAN TUMOUR AT THE THIRD MontH 
OF PREGNANCY. 


A meeting of the North of England Obstetrical and Gynaecological Society 
was held at the Royal Victoria Hospital, Newcastle-on-Tyne, on Friday, 
May 22nd, 1936, with the President, Dr. RutH NiIcHOLson, in the Chair. 


Mr. Harvey Evers, of Newcastle, read a note on 


INTRACTABLE DYSMENORRHOEA. 


He gave the history of a patient, a single girl aged 26 years, who 
commenced to menstruate at the age of 14%, and had spasmodic pain during 
the first few hours of each period from the age of 17%. The dysmenorrhoea 
gradually increased in severity, so that she eventually had to give up work. 

Treatment of various kinds, both medicinal and operative, had been 
carried out, including dilatation of the cervix on two occasions, once with 
laminaria tents. Finally, the superior hypogastric plexus was divided and 
an absolute cure resulted. He also referred to four other patients, three of 
whom were relieved of pain, and one of whom was not. There were not any 
complications after the operation. 


Discussion. 

Professor FARQUHAR Murray pointed out that most cases of dysmenor- 
rhoea were cured by proper dilatation. He treated his cases by dilatation 
of the cervix followed by the insertion of laminaria tents. He also described 
a case in which dilatation had failed; but complete relief followed the 
administration of compral barbiturate. He did not like abdominal operations 
for dysmenorrhoea. 

Professor MILES PHILLIPs said that he had no experience of presacral 
neurectomy for dysmenorrhoea, and referred to the late Professor Leith 
Murray’s method of dividing the internal os by means of a bistoury, and 
then further dilating the cervix. By an illustrative case he pointed out that 
prolapse of an ovary and retroversion could cause dysmenorrhoea. He 
referred to his paper on ‘‘Unilateral Dysmenorrhoea’’ due to cornual 
adenomyoma, which was read before the Society. 

Mr. Datnow said that he had seen three patients with intractable 
dysmenorrhoea who had received complete relief from presacral neurectomy; 
but he thought that the operation was rather drastic when simpler methods 
were very frequently effective. He advised dilatation of. the cervix and the 
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insertion of a flavine pack in the uterus; subsequently half a cubic centimetre 
of pituitrin should be given intramuscularly every six hours for 24 hours, 
after which the pack should be removed. This produced uterine contraction 
and tended to stimulate the muscle. 

Mr. T. F. Topp thought that certain reported failures following presacral 
sympathectomy were due to incomplete division of the nerve, but that in 
the majority of cases it was more likely that the afferent nerve supply to the 
uterus passing by way of the nervi erigentes was not interrupted. It seemed 
more thorough to try to block the whole of the afferent supply by injecting 
absolute alcohol into the pelvic plexus on each side, a procedure which could 
be carried out quite easily through the lateral fornices. He considered that 
a far more serious criticism of an operation such as the one under considera- 
tion was that it was completely unscientific when applied for the relief of 
dysmenorrhoea. 

He drew attention to the fact that during the Great War dysmenorrhoea 
practically disappeared, and thought that the problem should be approached 
more scientifically and from a psychological aspect. 


Dr. WILLIAM HunrTER, of Newcastle, discussed 
BLoop REPLACEMENT AFTER HAEMORRHAGE, WITH AN ILLUSTRATIVE CASE. 


He described his routine for treating patients who had suffered the loss 
of blood. After a trial of several alternatives he had found the most 
satisfactory to be the infusion of a solution containing one grain of ephedrine 
hydrochloride, 440 grains of glucose, 525 grains of gum acacia, and a pint 
of water. He related the history and showed a patient who had been treated 
in December 1935 for excessive loss of blood after an incomplete abortion. 
The case was an apt illustration of the advantage of the immediate infusion 
of saline even when arrangements were being made for a blood transfusion. 

Mr. M. Datnow referred to the very efficient blood-transfusion service in 
Liverpool, and drew attention to the portable apparatus which he had been 
using for some time. It consisted of a thermos flask in which blood could be 
stored for 24 hours, and warmed again as it passed out, by immersing the tube 
in a basin of warm water. 


Professor Mites PHILLips, of Sheffield, described 


THE CorrRECT METHOD OF INSERTING SIMS’S SPECULUM AND THE CORRECT 
Sims’s PosITION, 


illustrating his remarks by means of lantern slides and a cinematograph film. 

The important points were that the patient should lie at an angle of 
go degrees across the table and that the speculum should be inserted along the 
posterior margin of the vulva, and not on the side as frequently illustrated. 


Mr. FRANK STABLER reported 


A SURGICAL MISTAKE. 


The patient was a married woman aged 42 years, who had had six 
children, the youngest being 11 years old. For six months she had 
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complained of pain in the left of the lower abdomen with exacerbations at 
the menstrual periods, which were becoming prolonged and excessive. On 
examination she was found to have a left tubo-ovarian inflammatory mass, 
and she was treated at home for some weeks to allow of subsidence. On her 
return to the out-patient department, the mass was larger and the symptoms 
were more urgent. She was admitted, and the abdomen was opened on 
March 2gth this year. 

The omentum and many coils of large and small intestine were matted 
to the fundus of the bladder and lay over the rest of the pelvis. After 
careful dissection for three-quarters of an hour it was possible to define the 
fundus of the uterus, the rectum and a left ovarian abscess, around which 
coiled a distended Fallopian tube, which was adherent at its tip to the 
rectum. The whole was set in a mass of cellulitis resembling plaster of Paris. 
Not wishing to remove a portion of the rectum with the Fallopian tube, he 
divided the tube and left its tip attached to the rectal wall, and then 
proceeded to enucleate the tube from the surrounding cellular mass. He 
followed it for six inches; it then appeared to become much thicker in 
diameter, and after freeing two more inches, it suddenly became obvious that 
what had been dissected out was six inches of mucous membrane of the 
colon and two inches of all the coats of the colon. He had mistaken a double 
loop of small intestine for the rectum; the double loop was adherent in the 
depths of the pouch of Douglas, and showed such a degree of cellulitis as to 
make it resemble large intestine. He was faced with a free end of large 
intestine from which a tubular piece of mucous membrane dangled, and, at 
the bottom of a cellulitic cave, a hole like the hole of a bath-plug. 

While enucleating the ovarian abscess, he thought of the best lines of 
treatment. His first thought was to bring the loop out on the surface as a 
permanent colostomy, but he reflected that there would never again be a 
possibility of anastomosis, and he decided to attempt this. Dr. Mabel 
Campbell passed a Bozeman’s douche nozzle up the anus until it appeared 
in the abdomen, and by withdrawing it brought out a piece of silk, which in 
turn was attached to the tube of mucous membrane. He then encircled the 
butt end of the divided bowel by many interlocking mattrass sutures, pulled 
on the silk until the butt end came into contact with the hole at the bottom 
of the pelvis, and then attached the mattrass stitches to the mass of cellulitic 
tissue surrounding the hole. An imperfect attempt was made to put a 
continuous stitch round the anastomosis. He had considered doing a 
temporary colostomy, but decided against it, and closed the abdomen with a 
drain down to the site of anastomosis. For eight days the patient was given 
nothing but milk by the mouth, then her diet was increased and she was 
given liquid paraffin; on the tenth day, after a dose of castor-oil, her bowels 
moved naturally. She had made a straightforward recovery, and was now 
getting up. An X-ray film shows the site of the anastomosis, which allows 
the barium to pass freely, but does not remain filled, probably owing to some 
still existing cellulitis. 

The patient was under the care of Mr. H. Harvey Evers, and Mr. Stabler 
wished to thank him for permission to quote this case. 

Professor MILES PHILLIPs congratulated Mr. Stabler on his report, and 
thought that very few people would have got out of the difficulty so well. 
He inguired as to the nature and origin of the infection. 
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Professor GOUGH said that the operation which Mr. Stabler had carried 
out was the Rutherford-Morrison operation on the rectum. 

Professor FARQUHAR MurRRa&y said that it was difficult to make out tissue 
plains in cases of pelvic infection, and that naked-eye appearances did not 
help very much. He considered it to be a good plan to instill saline into the 
rectum in difficult cases to make sure there was no leak. 


Mr. STABLER also read a short addendum to a case he described to the 
Society one year previously, under the heading of 


SUCCESSFUL REMOVAL OF AN OVARIAN CARCINOMA DURING PREGNANCY. 


A solid ovarian tumour was removed during obstructed labour from a girl 
of 18 years. The pathologist’s report stated that the growth was an 
adenocarcinoma. She subsequently became pregnant again and the child 
was successfully delivered by the forceps. It was now over three years since 
the ovarian tumour was removed. When first shown the growth was 
promptly denounced by Professor Gough as a granulosa-cell tumour. 

Mr. Stabler had brought the matter before the Society again as he now 
had a report from Professor Schiller of Vienna, who said: ‘‘This is a typical 
disgerminoma, not rarely seen in young girls. These tumours, having no 
hormonic influence, are often combined with hyperplasia and infantilism. In 
the material of our clinic 95 per cent of the cases are not malignant. The 
slide shows extraordinarily numerous mitotic figures, probably in consequence 
of rapid proliferation: otherwise there was not any evidence of malignancy.”’ 


Professor FARQUHAR MurRAy read a communication on 
THE LocaL DEVELOPMENTS IN MATERNITY SERVICE. 


He referred to a paper which he had published on the Newcastle policy. 
He considered that the school as a whole was a vital factor in forwarding the 
policy, and was the body of opinion which was a direct guide and advised 
those responsible for carrying out the obstetric services. Their Medical Officer 
of Health had been convinced of its usefulness, and it had supplied him with 
a working standard. 

Professor Murray outlined the policy and illustrated his remarks by means 
of maps of Northumberland and Durham. There was a complete consultant 
service for the Northumberland area. He referred to the value of having an 
emergency set kept ready at various centres, which could be taken to the 
patient’s house at a few moments’ notice. A list of the contents of this 
emergency set was handed round. 

In discussing the paper, Professor MILEs PHILLIPS said that he thought 
the scheme to be most desirable; the local health authorities, however, did 
not co-operate everywhere. He said that emergency life-saving was very 
important and had been carried out successfully in other areas. He thought, 
however, that as midwifery was becoming more institutionalized, Professor 
Farquhar Murray’s scheme was bolstering up a bad system. Women should 
be confined in hospital for no other reason than for the relief of pain. 
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A Meeting of the Section of Obstetrics and Gynaecology of the Roya 
Academy of Medicine in Ireland was held in the Royal College of Physician: 
on Friday, March 2oth, 1936. The President, Dr. J. F. CUNNINGHAM, was 
in the Chair. 


The Master of the Rotunda Hospital read the report of 


A CASE OF ENDOMETRIOSIS OF THE RECTO-VAGINAL SPACE, 


and showed a specimen. 

The patient, who was 39 years of age, had been married for 13 years; she 
had had one child and one abortion. The last pregnancy was I1 years ago. 
She complained of pain in the left side during menstruation, difficulty in 
defaecation, and some pain with defaecation. Menstruation had been normal. 
The uterus was normal in size, retroposed, and somewhat adherent in the 
posterior fornix. There was an indurated mass situated in the posterior 
vaginal fornix; it projected into the posterior fornix in a polypoidal manner 
but without any break of the vaginal mucous membrane. The mass could be 
felt from the rectum, and the rectum appeared slightly adherent to it over 
one small area. The mucous membrane of the rectum was more intact. A 
mass and adhesions were present in the area of the right appendage. 
Endometriosis was diagnosed and it was decided to perform total hysterec- 
tomy with removal of the indurated area. At operation a large chocolate- 
cyst, adherent to the pouch of Douglas, was found in the right ovary. There 
were many endometriomatous thickenings and adhesions in the peritoneum 
covering the lower part of the posterior surface of the uterus. 

The pouch of Douglas was largely occupied by a thickened indurated 
mass, attached to the back of the cervix and posterior fornix, to which the 
middle third of the rectum was densely adherent. The whole of the uterus, 
both ovaries, both Fallopian tubes, and the indurated mass were removed. 
A hole, as large as a florin, was inadvertently made in the rectum during the 
difficult separation of that organ from the mass. This was carefully closed 
by two layers of continuous catgut, the secorid one being inserted as a 
Lembert suture. A small drainage tube was left in the pouch of Douglas and 
the abdomen was closed. The bowels were kept closed for four days. Up 
to the eighth day of convalescence there had not been any complication. The 
drainage tube was removed on the fourth day. The complete specimen and 
microscopical sections, prepared by Dr. Dockeray, were on view. Sections of 
the growth show the vaginal mucosa at one edge and the essential feature of 
endometrial glands and stroma of the type of the corporeal mucous 
membrane; at the other edge a typical section of rectal mucous membrane, 
where a piece of adherent rectal wall was accidentally removed in performing 
the hysterectomy, is seen. 

Lockyer collected 47 published cases in 1918. The lesion starts in the 
recto-vaginal septum and spreads forward into the cervix, downward into 
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the vaginal fornices, backward into the rectum, or laterally into the broad 
ligaments, causing immobilization of the affected structures. Polypoidal 
masses project into the fornices of the vagina and then become painful on 
coitus; they may actually bleed during menstruation. These symptoms still 
remain even after subtotal hysterectomy. 

Invasion of the wall of the rectum leads to increasing constipation and 
painful defaecation and may simulate carcinoma of the rectum. 


Discussion. 

The PRESIDENT said that this condition had been frequently reported of 
late, but this was the first case which had been brought before the Academy. 
This case seemed to be a genuine one of endometriosis. The vaginal septum 
was the most common place for endometriosis to occur. The difficulty of 
operation in these cases was very great. There were very dense adhesions, 
and sometimes it was very difficult to separate the rectum from the vagina. 

Dr. G. C. DocKERAy said that as well as endometriosis of the recto-vaginal 
septum there were endometrial growths on the posterior wall of the uterus 
which had apparently come originally from the ovary. The vaginal mucous 
membrane was intact. Most of the endometrial tissue was nearer to the 
rectum than to the uterus. Endometriosis of the recto-vaginal septum was 
difficult to explain, but he thought that in this case a Miillerian origin was 
the most likely explanation. He referred to a patient who had refused 
operation and died. Her ureters became constricted; she had cystitis, and 
died of uraemia with bilateral nephrosis. Some of the endometrial glands had 
become cystically enlarged in the epithelium. One would not expect to find 
endometrial glands with such large chocolate-cysts as were present in the case 
described by the Master of the Rotunda Hospital. 

Dr. F. DoyLe asked if the Master of the Rotunda Hospital had been able 
to remove all the endometrial tissue in this case. 

Dr. NINIAN FALKINER said that this disease frequently occurred in sterile 
women. In these cases the distribution of the ectopic endometrial cells did 
not correspond in position with the position of cells which were found in 
pregnant women. He asked if the Master of the Rotunda Hospital thought 
that these cells were derived from rectal endometrium. 

The Master of the Rotunda Hospital, in replying, said that so far as 
possible he removed all the endometriomatous tissue which was present in 
the recto-vaginal space. Once the ovaries were removed the endometrial 
islands tended to disappear altogether. In this case both ovaries had been 
removed. There were a number of views regarding the origin of endometrial 
growths. He had no doubt at all that a real chocolate-cyst was present, as 
it was undoubtedly connected with all the other tissue, which was certainly 
_ endometriomatous. He had never been afraid of making a hole in the 
rectum, and believed that if the hole were carefully stitched up ill-effects did 
not result. 
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*Some observations on the aetiology and treatment of prolapse of the pelvic 
organs. Mahfouz Bey. 
*A note on the anatomy of the pelvic supports. Boulgakow. 


SOME OBSERVATIONS ON THE AETIOLOGY AND TREATMENT OF PROLAPSE OF 

THE PELVIC ORGANS. 

In reviewing the history of prolapse of the uterus, Professor Naguib 
Mahfouz Bey begins with the Ebers Papyrus, probably written in the year 
1550 B.c., when the earliest mention of prolapse of the uterus appeared. 

In this valuable document the treatment advised was to smear the 
prolapsed mass with honey and petroleum, previously to reducing the 
uterus to its normal position. Fumes of wax and hot charcoal were 
recommended to penetrate the cavity of the prolapsed womb. The uterus 
was then kept in position by a pessary consisting of a piece of lint impreg- 
nated with various drugs and rolled into a rod-shaped body. 

The author then mentions Hippocrates in 1450 B.c. Here, after cleansing 
the prolapsed part, scarifying the cervix and vagina was recommended. 
Amputation in cases of gangrene of the prolapsed part was advised, probably 
by means of the cautery. 

Soranus in A.D. 178 is next mentioned, and Avicenna’s (Alcanoun of 
Tbn Sina) in which the first clear description of the causation and treatment 
of prolapse appeared. 

The author then traces the evolution of the various mechanical devices 
invented to support the uterus in cases of prolapse, until 1839, when Phillips, 
of London, described his method of narrowing the vagina by cauterizing 
with nitric acid. . 

The surgical methods used in the treatment of prolapse are traced from 
Romain Gerardin’s anterior colporrhaphy in 1823 to the different operations 
now performed for vaginal and uterine prolapse. Vaginal hysterectomy and 
fixation of the united broad ligaments to the periosteum of the suprapubic 
arch, as advised by Ward and Mayo, is favoured in cases in which the 
uterus is diseased and needs amputation. Due stress is laid on the advis- 
ability of trachelorrhaphy instead of amputation of the cervix in suitable 
cases. The progress of labour in patients after repair operations for prolapse 
is discussed. 

The ‘‘Note on the Anatomy of the Pelvic Supports,’’ by Dr. Bulgakow 
is an interesting complement to Professor Mahfouz Bey’s paper. The three 
parts of the levator ani muscle (pubo-vesical, pubo-vaginal, and pubo-anal) 
are described after careful study in the dissecting room as well as at opera- 
tions on the perineum. The paper contains three very good illustrations. 


A. H. Chenard. 
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